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Editorial 


With this issue, the Journal of Clinical and Experimental Hypnosis com. 
pletes its second year of publication. It has been a year which has witnessed 
an increasing number of significant contributions to scientific hypnosis. Some 
valuable papers have unfortunately been recommended for publication jn 
other journals, since the flow of material to this Journal has exceeded pub. 
lication space. We hope that in the future, more space will be available, thus 
increasing our scope of material and reducing publication lag. 

As one views the contents of our first two volumes, it appears clear that 
the Journal has played a very vital role in stimulating as well as publishing 
meaningful research in hypnosis. Our subscribers have grown from a small 
band of research workers to a sizable number of scientists representing med- 
icine, psychology, dentistry and allied fields. Nevertheless, like virtually all 
scientific journals in this country, the Journal cannot be supported by sub- 
scribers alone. We are indebted to a number of individuals who have made 
generous financial contributions in an effort to maintain this publication. 
As hypnosis has struggled for scientific acceptance, so it has struggled for 
financial support. With all the magnificent grants and contributions from 
a multitude of foundations to a seemingly infinite number of scientific areas, 
it is somewhat disheartening to know that grants for organized research in 
hypnosis are all but none existant. As hypnosis continues on its spiraling path 
upwards in scientific worlds, we may look forward to a better future than 
our past. In many ways, the future of this Journal appears linked to the 
future of endowed and supported research in hypnosis. 

M. V. Kline 


Dr. Jules H. Weinstein 


The Society for Clinical and Experimental Hypnosis deeply 
regrets the untimely passing of Jules H. Weinstein, D.D.S., on 
July 27, 1954. Dr. Weinstein had been active in both research and 
the clinical application of hypnosis for many years. He played a 


vital role in organizing training programs in hypnosis for dentists 
and worked with all his effort to make this training as complete 
and valuable as possible. Hypnosis has lost a valuable worker, 
though his influence and thinking will continue to permeate the 
specialty of hypnodontics. Those privileged to know him have lost 
a warm friend and enthusiastic colleague. 
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Hypnotherapy in a Case of Claustrophobia 
and its Implications for Psychotherapy in General 


JEROME M. Scuneck, M.D. 


Introduction 


The purpose of this paper is to report on hypnotherapy for a patient with 
claustrophobia. The precipitating events in symptom formation possess points 
of interest. Certain aspects of treatment warrant elaboration. The account 
presented here deals with one phase of a longer and more involved thera- 
peutic procedure for this patient who had a number of additional problems. 


Case Data 


This thirty-four-year-old patient revealed that he was troubled by a closed- 
in feeling. His discomfort would appear when he entered any building. He 
would notice it when sitting in a room, especially a small room. He experi- 
enced it in subways. He was badly frightened by the roar of subway trains. 
At times he would leave the subway before arriving at his destination and 
smoke a cigarette in the street before continuing. When in the street he 
would feel comfortable. He claimed that he began to experience the claus- 
trophobia following his Army service, but as will be shown later this recol- 
lection was incorrect. 

On inquiry as to whether he could link his symptom with any past 
occurrence, the patient told about a nightmare he had experienced a few 
days before. He saw an Army tank coming at him, was frightened, and 
awoke from his sleep. He added that this nightmare was a repetition of 
what had occurred on maneuvers when a tank came at him while he and 
another soldier became trapped in a trench. The sides of the trench col- 
lapsed and they had to be extricated. 

The patient was placed in a deep hypnotic state and instructions were 
given him for revivification of the tank episode at which time the patient 
and his buddy were in the trench. As he was being prepared by instruction 
for this revivification, he appeared to be developing anxiety. His breathing 
became rapid and irregular. Then he inhaled deeply but did not exhale 
freely. He began to shake. He started to whine, “Get us out of here! Get 
us out of here! Dirt’s piling in on us! How’ll we get out? Can’t get out of 
here! Stuck! Holla for the guys! Quick! Tell ‘em to get us out! Here they 
come!” The patient’s hands waved and his head shook. “It feels good to 
be free. What's the matter with my legs? Can’t move my legs! Give me some 
water! Take it off! Take ‘em off! Go ahead! Pour it over my head! Leave 
me alone!” The patient started to cry. He was asked why he was crying. 
“I don't know.” The patient apparently experienced altered time-place 
orientation because on questioning he could reply that he felt better, but 
when asked whether he knew the therapist he said he did not. When asked 
where he was, he said “Lying down in the field.” He was asked what he was 
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thinking about when the tank passed over him and he replied, “Couldn't 
get out.” On inquiry he claimed this did not remind him of anything else, 
The patient was then reoriented to the present with the tank episode to 
remain as a memory. 

With the patient still in hypnosis, he was asked whether he recalled any. 
thing about the tank episode which he had been unable to recall in the 
waking state. ‘““The captain called it a big joke when I started to cry. He 
laughed. Thought it was funny. I couldn’t help crying.” 

In order to explore further and link up what might otherwise be appar- 
ently unconnected data, the patient was instructed to visualize a crystal 
ball and in it he was to see a scene involving something emotionally con. 
nected with the tank incident. The patient related, “I see that slit trench, 
three feet deep. Just perfect in case we had to jump out.I insisted on making 
it deeper. That’s why we couldn’t get cut. We even had that step cut out 
so that we could get out. He made us dig out that step. The captain made 
us dig it deeper than theirs (the other soldiers) .” 

The patient was instructed to visualize a scene for the same purpose 
mentioned above. “There’s the captain talking to the instructor. The cap- 
tain is going away now. The instructor told us the only way (the patient) 
and Whitey will get out of camp is in a box.” On inquiry, the patient re. 
vealed that this scene occurred before the tank incident. On further ques- 
tioning he claimed having had the feeling that the captain may have 
arranged for the tank to stop over the trench. He believed this might have 
been done to scare him or perhaps even to hurt him. He said that ordinar- 
ily the tank would have continued over the trench without stopping. 

The same imagery technique was used again to elicit a scene which, 
according to the instructions, would appear if it was in fact valid and that 
if it were fantasy or a dream it would be known as such to the patient. He 
was told this would occur in order to link it with the claustrophobia. The 
patient revivified the episode again. “There comes that tank again.” He 
struggled and breathed rapidly. “It’s right over our trench! Tell him to 
move! Dirt’s coming down! Getting us out now.” Then the patient said, 
“Cole, get me some water.” To evaluate the nature of the patient's time- 
person orientation he was asked whether he knew who the therapist was 
but he did not respond. He tugged at his tie, pulling it open. He was again 
reoriented and asked to fill in gaps which had been present. He told how 
the soldier in front of him had just managed to duck under the tank as it 
came along and how the tank had squashed this man’s canteen. 

When an attempt was made to have the patient retrieve an episode 
preceding the tank event but which would be linked with the claustropho 
bia, he pictured a particular person who in a subsequent scene turned out 
to be the instructor during a gas mask drill which did not appear to be 
especially traumatic, but following which the patient commented, “It’s good 
to be out in the fresh air.” The purpose of the treatment effort was to elicit 
predisposing material on which the precipitating tank trauma might have 
been superimposed. As these efforts continued, the patient described a 
variety of scenes in different parts of the country, none of which seemed 
to be highly charged emotionally. Afterwards when verbalizing sponta- 
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neously about these scenes, he said, “Everything is going underneath the 
tank. The tank is on top. All these scenes are going underneath the tank. 
The tank is coming down on them now, making a pancake of them. The 
tank seems to be in front of it all the time — in front of everything.” Then, 
later, “It’s moving all the time. The treads keep moving. It keeps coming 
and coming and coming.” 

An attempt was made to investigate past occurrences involving one or 
more persons who might be dynamically related in some way to the closed- 
in aspect of the patient's feelings and to the Army incident, but nothing 
of note was uncovered. When the claustrophobia theme was centered upon, 
the patient reverted to the tank issue. ““There’s a tank coming up the road. 
Coming into our area. He stopped for a little while. We're digging away 
at the trench. It’s hot. Me and Whitey. It’s so dry and thirsty, yet we can’t 
touch our water. Have to dig under that hot sun.”’ This preceded the trau- 
matic event previously revivified and the current description of the trench 
digging was offered in a relatively matter of fact way. Again the patient 
was asked to fill in details of the tank episode which he had not revealed 
previously in the waking state. “My legs felt numb. Whitey and I cried and 
lay down for a couple of hours. Then they checked us at the hospital. The 
Colonel said we were a couple of brave boys. A lot of good that did. They 
let us out of the review parade, but our Captain didn’t give us any passes.” 

The session had to be terminated at this time and the patient was brought 
out of the hypnosis with instructions for posthypnotic recall of the mate- 
rial elicited. The patient then mentioned spontaneously that he had not 
remembered during his nightmare or in his waking recollections all of the 
elements involved in the traumatic occurrence. The additional details were 
retrieved during the hypnosis. More important was his assertion that the 
significant point was his having relived the episode completely. He stated 
that the feeling of real reliving had not been experienced even during his 
nightmare. He said that during the hypnosis he was “scared stiff.” Inter- 
estingly, and this will be commented on later, he was perplexed about the 
link between the symptom and the tank experience. He felt strongly the 
emotional tie between the two but on an intellectual level he was puzzled 
that such a connection between emotional trauma and symptom formation 
could exist. The patient was not told in any way that symptom disappear- 
ance would follow. One important reason for this was the uncertainty that 
all pertinent elements had been uncovered. He wondered whether he would 
experience relief at this time and was told that we would observe him 
further. 

The patient revealed further that he had hesitated telling about the 
closed-in feeling he would experience even in the consultation room. It 
would occur each time he was there, and as he sat in his chair he would 
feel that the closed door would move close to him. The walls too would 
move in toward him. On emerging from the hypnosis he observed that this 
did not happen. He felt surprised and pleased and mentioned this of his 
own accord. He felt after this hypnosis, but while still in the office, that a 
burden had been lifted from him. There was a discussion of certain aspects 
of his life situation wherein he felt closed in, stifled, unable to do the 
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things he wished. When the link was made with the tank episode, the 
patient reacted suddenly as with a burst of insight. Despite this emotional 
reaction, as mentioned previously he was perplexed on intellectual ground; 
that such a relationship could exist. 

The therapist mentioned the subway anxiety and asked whether the 
patient was frightened by the noise of the trains. When this was confirmed 
he was asked whether they sounded like the tank he described. Again the 
patient appeared startled, said that he experienced the noise as being the 
same and claimed that he had not connected the two before. When a train 
would noisily approach him, the closed-in feeling came on immediately, 
An attempt at reevaluation of earlier years in relation to this material was 
not fruitful. 

The patient felt well for the remainder of that day, but the following 
morning he experienced an intensification of the claustrophobia and at. 
tempted to open a window when riding in the subway. He was uncomfort. 
able for a number of days. 

At his next visit a hypnotic state was induced again. He was asked to 
visualize a blackboard. With this as background he was to visualize the 
words “yes’’ and “no” whirling through the air and finally one of the words 
was to appear on the board in chalk. This would indicate whether other 
issues were to be learned about his symptom. The word “yes” appeared. 
The technique was repeated using numbers and the number appearing 
on the board would indicate his age at which time something pertinent 
had happened in connection with the claustrophobia. The number “30” 
was seen. An attempt was made to regress the patient to that age level for 
the purpose of inducing significant revivifications but this approach proved 
to be unproductive despite successes on other occasions. It was believed 
that the patient might be warding off anxiety and a more indirect approach 
was then made. He was instructed to have an hypnotic dream which would 
entail an event of importance in connection with his symptom. “We were 
on a camping trip — me and Whitey slept in a pup tent and during the 
night we were closing the flap and something seemed to grab Whitey’ 
hand. He pulled it away. It scared the daylights out of us!’ The patient 
revealed that he was thirty years old when this event occurred. It hap 
pened after the tank incident previously described. He told about their 
fear that a bear might be outside the tent and they were unable to sleep. 
A storm came up and the tent collapsed on them. They were afraid to get 
out to fix it. The next morning they saw a skunk nearby but were not 
sure what had grasped Whitey’s hand. The hand was badly scratched. This 
remained an unsolved puzzle. 

An additional dream induction was attempted with similar instructions. 
His defenses may have been reenforced because he was unable to follow 
through until the hypnotic state was deepened further and the patient 
related the following material. “Seems to be four of us sleeping in a lean-to. 
1 woke them up early in the morning.” He went on to relate that he had 
the feeling someone had been stealing the food. He woke up. A lot of 
snow fell from the roof of the shelter and it seemed to him that the roof 
was caving in. He was very frightened. They ran out and noticed that 
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sunlight was streaming in through cracks in the roof, giving the impression 
of a searchlight beam and apparently resulting, according to the patient, 
in his feeling that theft of the food was being attempted. When the snow 
fell from the roof there was a roaring noise. Asked what kind, he replied, 
“Like the rumbling of a tank.” This was linked then with the subway 
noise. Again he revealed he was thirty years old when this event occurred 
and that it followed the tank incident. 

Following through with the patient’s tendency to respond with actual 
events to the dream induction approach, the latter was employed again with 
instructions that the material would deal with a closed-in and frightened 
feeling, and with roaring noise. “We were just coming off maneuvers.” He 
went on to relate that they were marching in column, there was a thun- 
derstorm, and a tree fell about five feet in front of him. He was quite 
frightened. “It seems to me one of the fellows was caught under the tree. 
Yes, because we did lift the tree and move it over.”” Again his age was thirty 
and the occurrence was subsequent to the tank episode. 

The hypnotic state was then deepened and the patient was reoriented 
to the subway setting the day after his preceding visit. A revivification was 
attempted with instructions to retrieve his very thoughts at the time. He 
began to breathe heavily. “The tank seems to be rolling over my head. It 
seems like it’s closer and closer all the time. It went away now.” When 
asked where he was he replied, “On the platform.” Then, “Isn’t it funny 
— the subway looks just like a tank!” Asked what he was doing, he replied, 
“I'm getting out of the way. Instead of wheels it looks like treads.” His 
thoughts then were, “I’m a little scared to go in. I don’t see why it should 
be all closed up that way. Why can’t they keep the windows open!” Then 
again, “The treads of the tank look so menacing!” 

Regressions were then effected for the indefinite past in order to elicit 
data which might have predisposed the patient to develop the claustro- 
phobia following the precipitating experiences. Nothing crucial was ob- 
tained and his productions as a matter of fact possessed pleasant attributes 
in general for him. He appeared to be counterbalancing some of the 
anxiety he had been experiencing. 

Before the hypnosis session was terminated the blackboard and chalk 
technique was used. The patient was asked whether any other elements 
were involved in his phobia and whether he felt that anything had been 
omitted. The word “no” appeared in response each time. It reappeared 
when he was asked whether he felt anything else should be taken up. The 
hypnosis was terminated following suggestions for posthypnotic recall. 
This was effected satisfactorily. On emerging from the hypnosis the patient 
looked content and pleased, stretched and commented that he felt as if 
he had come out of a long sleep. He said he felt rested. The tank episode 
and subway discomfort were discussed. He reaffirmed what were evidently 
marked perceptual distortions as he described how he would see tank treads 
instead of subway wheels coming toward him. This was of special interest 
to him because most of the time he would see the treads when he could 
not even have seen wheels as the train pulled into the station. 

Prior to the hypnotic induction the patient had been asked what he 
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noticed and he described again how the door and walls were closing ip 
on him. Following the session this feeling was no longer with him. The 
patient at this time gave the impression of intense personal satisfaction, 

After this session the patient experienced some apprehension about the 
symptom returning. This apprehension is a common finding in such prob. 
lems. It then disappeared. In the meantime the symptom itself had dis 
appeared too under all settings as described. It had been with the patient 
almost four years and had dated from the tank incident. Its resolution 
constituted a partial success in total treatment because there were other 
problems with which he had to deal. At a subsequent visit the patient mep- 
tioned his interest in the fact that the tank episode on retrospect seemed 
so very frightening, although at the time it occurred he did not experience 
the frightening feeling to such degree. 


Discussion 


In routine practice involving a large number of patients it has become 
increasingly clear to psychotherapists that the summation and dynamic 
interplay of a variety of life experiences are involved usually in symptom 
formation. In keeping with professional group affiliations stress is placed 
often on one or another life periods as being the more fundamental for 
investigation. The two extremes are, of course, the years of childhood and 
the years of adulthood. In fact it would appear that there is a tremen 
dous variation in periods for emphasis when evaluating symptom formation 
in a large variety of patients. Furthermore, when evaluating problems and 
the frequently encountered range of specific symptoms in any one patient, 
the life periods most significant for each will vary considerably with each 
symptom. In the patient described, for example, one phobic reaction was 
strongly linked with recent adult trauma, yet an investigation of early 
family involvements proved crucial to an understanding of the problem 
and in effecting relief. With the claustrophobia, it appeared from this study 
that events of relatively recent occurrence were crucial in symptom forma- 
tion even though the psychological connotations of the phobic reaction 
could be linked with oppressive, closing-in feelings clearly relating to the 
patient’s early family ties and later environmental and family pressures. 
All of this has bearing on the issue of how far into the past one must 
reach, how much time must be consumed, and how much one can depend 
on results which may be obtained. Conclusive answers are most certainly 
not available despite a variety of claims. Symptom removal as a result of 
direct attempts, hypnotic or otherwise, may be transient or permanent. 
Symptom removal concurrent with the fathoming by the patient of related 
dynamic issues is believed generally more likely to be lasting. Even 89, 
there is considerable variation from patient to patient. There are claims 
that in the course of analytic work, as underlying problems are worked 
through, symptoms will disappear without specific investigation. It is prob 
ably accurate to say that such relief can be shown often to be as permanent 
or evanescent as relief through the aforementioned approaches. Even relief 
through prolonged and intensive treatment with dynamic evaluation of 
symptoms does not insure in many instances against the recurrence which 
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various therapies strive to obviate. The complexity of personalities con- 
founds the complexity of techniques. Need it be said again that the field 
remains fertile for exploration. 

With the present patient, the tank episode was devastatingly traumatic 
and the threat with which he had to cope was that against his life. ‘There 
can be no doubt, however, that the patient, as a result of previous expe- 
rience, had developed a low threshold for anxiety. Perhaps it may be un- 
warranted to state this in so positive a fashion. It was at least the impression 
of the therapist. Within the setting of time limited but very pointed at- 
tempts to explore predisposing elements from earlier years for the devel- 
opment of the claustrophobia, no specific factors were uncovered, although 
the pressures of certain difficult family interpersonal relations and other 
environmental pressures were known at the time. It seems that the threat 
to life as exemplified in the closing in and crushing experience set the pace 
tor symptom formation and utilization of the specific symbol theme. Sub- 
sequent events involving the tent collapse and lean-to fright apparently 
reenforced the traumatic impact of the tank episode. The latter may have 
predisposed to the development of more marked reactions to the additional 
occurrences by which the patient might not otherwise have been as greatly 
affected. It is not possible now but it would have been of interest to know 
whether the patient’s buddy sustained any lasting emotional problem 
stemming from the tank episode or the other events. The relief experienced 
by the patient as a result of dealing only with the data as described in 
this report suggests greater optimism for offering some assistance to patients 
with similar traumatic experiences and without assuming that for symptom 
relief a time-consuming therapeutic approach would be essential. This 
issue is to be differentiated from that of dealing with acute problems as 
emergencies wherein time-limited therapy is a necessity rather than a choice. 
The point just made does not deny that patients of this type may well 
have involved problems calling for long-term-intensive treatment. The 
patient reported here does in fact fit into this category. 

The exploratory approach in this case allowed for the patient’s uncon- 
scious awareness of certain issues touching on his problem. The search de- 
scribed with the blackboard technique was predicated on this possibility. 
It is unwarranted, with the little that is known about personality function- 
ing, to assume that this type of exploration if pressed strongly enough 
would produce results invariably. Clinical experience has demonstrated that 
it has definite limitations but when effective it would appear that hypnotic 
methods may be of special assistance. 

There is widespread belief that the type of dream revealed by this patient 
constitutes an attempt to master the anxiety relating to a traumatic expe- 
rience. Combat dreams have received special attention in regard to this. 
It was of interest to hear that the hypnotic revivification far surpassed in 
emotional impact not only simple recall but the nightmare recollection 
of the tank episode. The powerful emotional hold on the patient by this 
experience was undoubtedly reflected in his tendency during hypnosis to 
reproduce the event, although the anxiety apparently felt by the patient 
in the revivification seemed to decrease on repetition. 
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Of special note is the reaction of the patient to the link between the 
tank trauma and the claustrophobia. His immediate reaction was one of 
experiencing the connection on an emotional level, but he was puzzled 
by it as an intellectual concept. A favorite theme in literature dealing with 
such material is the separation between emotional and intellectual insight 
with reiteration of patient's acquiring intellectual insight but failing to 
improve owing to lack of emotional insight. In relation to this there is 
the issue of having an emotional experience in therapy stemming from 
transference involvements. Experiencing an integration of material on an 
emotional level prior to absorption of concepts as intellectual issues as 
illustrated in this case is, it would seem to this therapist, far more frequent 
than generally recognized. A number of patients have been encountered in 
whom this type of reaction has been decisively exhibite¢?. There may well 
be a variety of reasons for this. One example would be the patient whose 
intellectual level of functioning might preclude early or eventually ade- 
quate intellectual integration, although the emotional experience is con- 
clusive for him. Then there is the patient who may repress acknowledg- 
ment of the intellectual integration while permitting admission of the 
emotional connections in the same way that the alleged schism may occur 
with patients who freely acknowledge viewing connections in terms of ideas 
but deny a concurrent reaction in terms of feeling. It would appear impor- 
tant then to recognize the diversity of responses under such circumstances. 

The use of the dream induction stimulus to elicit recall of life experience 
when the patient’s pattern of response had been observed previously de- 
serves comment. Similar occurrences have been noted elsewhere. The issue 
involved is to contend with the patient’s anxiety and defenses, to further 
progress, and to permit the patient’s active participation in the advance. 
A patient, for example, may supply a hypnotic dream on instruction to do 
so. If he sets up a barrier to this but offers a description of a current 
emotion or a past experience, his very response may be integrated into 
therapy and similar responses elicited with further integration even though 
the nature of the response is to all appearances inconsistent with the nature 
ot the stimulus. Some patients will produce automatic writing under certain 
circumstances. Others when so instructed will produce no writing but will 
offer meaningful verbal associations to the instructions. Such responses 
may prove to be consistent and the data may prove to be of dynamic sig- 
nificance. The responses then are pseudo-failures in appearance but con- 
stitute successes for their role in treatment. In a non-therapeutic, or more 
specifically a non-scientific setting where dynamic issues are not the goal, 
the reactions of such subjects would be viewed as failures. Similar patterns 
of response are found also in non-hypnotic therapeutic settings. If the 
pattern is discerned by the therapist, he may capitalize on the data elicited. 
In treatment it is necessary to deal at times with the patient’s feeling that 
his divergent response constitutes a failure. 

The relationship between the tank experience and the subway phobia 
is of some interest. The patient experienced what probably should be called 
an illusion rather than a hallucination in which the oncoming train would 
appear to have tank treads. The quality of this perception, however, was 
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Hypnotherapy in a Case of Claustrophobia 


almost hallucinatory. Despite this, nevertheless, the connection between 
his anxiety and fears and the Army episode was not assimilated satisfac- 
torily as a grouping of ideas so that he demonstrated his puzzled reaction 
even after the revivification despite what appeared to be his emotional 
realization of the link between the two. Such functioning is an additional 
demonstration of the manifold aspects of levels of awareness in personality 
operation. In line with this was the patient's initial claim that he became 
aware of his claustrophobia after leaving military service. His final aware- 
ness of its development was effected after the specific repression had been 
eliminated. 

The use of the crystal ball imagery is not an essential for the type of 
recall described in one part of this report, but it has advantages with some 
patients and has been discussed more thoroughly elsewhere (2) . 

The attitude of the patient toward his officer seemed to have a paranoid 
quality. This was not investigated in detail and the impression may well 
have been valid, although the basic elements involved in symptom forma- 
tion as elicited here would have remained crucial. Contact with varieties 
of military settings and with soldiers undergoing diverse Army experiences 
tends to diminish skepticism about what would otherwise seem to be situ- 
ations and relationships hardly likely to occur. 

The data involved in this case suggest that therapeutic approaches of 
this type might well be considered in highly traumatic and comparable 
occurrences within a civilian rather than a military setting. A number of 
the comments already made would apply likewise in such instances. 

Care was taken to avoid implying during any phase of this study that the 
patient would not reexperience his symptoms. It was felt that transfer- 
ence or other issues might influence a positive result of this type with 
subsequent relapse if inadequate work had been done on this problem. On 
the other hand, failure to improve might well have discouraged the patient 
and jeopardized further progress. An attitude of watchful waiting allowing 
for further investigation was therefore adopted and when this step was 
shown to be correct, it was evident that further probing could be attempted. 

The work on the major trauma evidently permitted the patient to expe- 
rience a brief respite. Reactivation of the symptom on the following day 
might be explained in various ways. First, there were other issues touching 
on the problem which had to be dealt with. Second, the patient had to 
contend with alteration of inner psychological processes which would per- 
mit obliteration of the symptoms as means of coping with and compart- 
mentalizing over-all anxiety. The total defense structure in personality 
functioning had to undergo revision. Third, and as part of the preceding 
issue, any secondary gain issues which were not investigated had to undergo 
realignment and revision or elimination. The holding on to symptoms for 
a variety of reasons is well known, and threat to their elimination is com- 
batted, often with temporary exacerbation. At this phase of treatment, 
patients with weak ego structures or for other secondary considerations, 
are prone to leave treatment so that the investigation remains incomplete. 
This occurs too in therapy on a non-insight level and it is, of course, not 
limited to hypnotic therapy. 
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Data elicited revealed that the tank episode was apparently the major 
element in the development of the claustrophobia, although subsequent 
events served as reenforcement. The tremendous impact of the tank episode 
is demonstrated by the perceptual distortions in subway settings. It is illus 
trated also in the hypnosis when a variety of visual images appeared to the 
patient to be inundated by the shadow of the tank event. 

The last comment by the patient as described in this report regarding 
the fright element during the tank trauma and on recall of the trauma is 
in keeping with what has often been observed and recorded. The sudden, 
overwhelming threat to life did not allow, it seems, for sufficient time for 
the patient to experience and master his emotions. Their free expression 
and management was prevented by the precipitous occurrences. The emo 
tions were blocked and sealed and the impact of the experience could not 
be appreciated fully on a conscious level and mastered as such. The fright 
in connection with the tank trauma was consciously experienced to a 
significant degree as a result of subsequent evaluation and elaboration. 
It appears that the revivification was required for significant therapeutic 
effect in contrast to unsuccessful spontaneous efforts through nightmare, 
fantasy and conscious recall. This may account in part for the emotional 
acknowledgment of the link between the tank trauma and the claustrophobia 


with a delay in the assimilation of its implications on an intellectual level 
following the crucial revivification. 


Summary 


This report presents the hypnotherapy of a patient with claustrophobia. 


The crucial event responsible for symptom formation occurred in military’ 


service when the patient was trapped in a trench by a tank which stopped 
over the patient before proceeding, and at which time the sides of the 
trench began to cave in. Subsequent traumatic events served as reenforce- 
ment. It is likely that a low threshold for the development of anxiety 
predisposed this patient to the development of the claustrophobia, although 
the major trauma sustained was undoubtedly of tremendous impact and a 
distinct threat to life. Emotional experiences were sealed and free expres 
sion was permitted through hypnotic revivification. The dynamics, further 
elaborated in the report, suggest that similar occurrences not necessarily 
in military settings may be approached therapeutically in this way. Aside 
from the reliving technique, recall stimulation through a dream induction 
approach was employed. Other hypnotic methods were described and 
further implications for psychotherapy in general were elaborated. Hypno- 
therapeutic and hypnoanalytic approaches to phobic reactions have been 


described at length elsewhere (2). 
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Pseudo-Orientation in Time as an 
Hypnotherapeutic Procedure 
Mitton H. Erickson, M.D. 


Phoenix, Arizona 


In every attempt at psychotherapy there is always the need to utilize the 
common experiences and understandings that permeate the pattern of daily 
living, and to adapt such utilization to the unique needs of the individual 
patient. Hence, to a significant degree, psychotherapy must necessarily be 
experimental in character since there can be no foreknowledge of the pro- 
cedures exactly applicable to any one patient. Furthermore, the entire 
field of psychotherapy, in itself, is still in the course of early development, 
thereby enhancing the need for continued experimental studies. 

For these reasons, the following case histories are reported to illustrate 
an experimental thereapeutic technique employed by this writer from time 
to time for the past fifteen years. This technique was formulated by a uti- 
lization of those common experiences and understandings embraced in the 
general appreciation that practice leads to perfection, that action once initi- 
ated tends to continue and that deeds are the offspring of hope and expect- 
ancy. These ideas are utilized to create a therapy situation in which the 
patient could respond effectively psychologically to desired therapeutic goals 
as actualities already achieved. 

This was done by employing hypnosis and using, conversely to age re- 
gression, a technique of orientation into the future, or “time projection.” 
Thus, the patient was enabled to achieve a detached, dissociated, objective 
and yet subjective view of what he believed at the moment he had already 
accomplished, without awareness that those accomplishments were the 
expression in fantasy of his hopes and desires. 


Patient A 


The first of these case histories is that of a thirty-year-old divorced man, 
who held a minor clerical position, lived in a wretched rooming house, and 
had no friends of either sex. He did no reading, did not attend church or 
the theater, ate all his meals in one cheap restaurant and limited his recre- 
ation to aimless driving about the countryside. 

For three years he had been under the care of a general medical man 
because of innumerable somatic complaints involving all parts of his body. 
At one time he had been hospitalized as a possible candidate for abdominal 
surgery. He had reacted traumatically to his admission to the surgical ward 
by developing extreme terror, sobbing, screaming and complaining of 
agonizing abdominal pain. An exploratory laparotomy disclosed no path- 
ological condition, but a routine appendectomy was performed. His con- 
valescence was prolonged for a month and marked by even more complaints 
than he had expressed previously. Additionally, he was periodically de- 
pressed, cried a great deal, and was most reluctant to leave the hospital. 
The operation and his related behavior convinced him that he was a 
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“coward,” that he was “no good,” “worthless” and “incapable of being a 
man.” 

Thereafter, he had functioned at an even lower level personally and ego. 
nomically. He visited his physician two to four times a week, plaintively 
seeking help for his weakness, backache, headaches, gastric pains, etc. 

Efforts to refer him to psychiatrists proved futile. They “did not under. 
stand” him. In turn, the psychiatrists variously reported him as a “character 
defect,” an “inadequate personality,” a “profound hypochondriac,” and a 
“psychopathic personality of the constitutional inferior type.” All agreed 
that he was not amenable to therapy. However, the writer's clinical im. 
pression was much more favorable. 

Approximately eighteen months after his laparotomy, he was referred to 
the writer for hypnotherapy, and the extensive case history which his 
physician had taken was made available. 

Rapport was easily established with the patient. He was pitifully eager 
to be hypnotized and he proved to be a remarkably fine subject. 

For a month he was seen weekly for a three-to four-hour session. During 
this time all efforts were devoted to training him to develop readily every 
hypnotic phenomenon of which he was capable. 

For all of these sessions a profound amnesia was induced. No therapy 
was attempted other than establishment of good rapport and a general 
feeling of trust and confidence. 

The next two sessions were spent having him hallucinate a whole series 
of crystal balls.* In them, he was induced to see a great array of the out 
standing emotional and traumatic experiences of his life. These halluc:- 
nated portrayals were “fixed,” that is, he could look from one scene t 
another and back again without having to rehallucinate. Thus, he could 
see himself depicted in various situations and at different times in his 
life. Thereby he could observe his behavior and reactions, make compar 
isons and contrasts, and note the thread of continuity in his reaction pat- 
terns from one age level to the next. 

A most extensive and elaborate series of events were thus viewed by the 
patient. His reaction to the total experience was one of hopeless resigna 
tion, “Anybody that has had all that happen to him ain’t got much chance.” 
Even after being awakened with an amnesia for each session, his mood was 
one of discouragement and general depression. 

The next session was spent by having him discuss in the waking state 
all the things he wished for himself, the hopes he had, and all the ideas 
he had of what might be possible for him. This session was not satisfactory 
since much of the time was spent emphasizing his complaints as insuper- 
able barriers to anything he could want. At the close of the session he was 
most discouraged. 


At the next session, he was hypnotized deeply and instructed to repeat 
the task of the preceding session. 
*The idea of crystal balls lends itself readily to popular understanding, and hallucinated 


crystal balls are convenient, easily manipulated, and remarkably economical. 
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Pseudo-Orientation in Time as an Hypnotherapeutic Procedure 


His wistful, plaintive hopes for the future can be summarized as follows: 
1. The enjoyment of “just fair” physical health. 
9. An economic adjustment “about average.” 
3. Personal adjustment sufficient so that he could “get along” in rela- 
tion to recreation, personal habits, social activities, and personal 
interests and friendships. 
4. “Not too much” fear, anxiety and feelings of compulsion. 
5. “Enough guts to be a man” if he ever had to have an operation, or, 
if he had to defend his rights, “to take a licking like a man.” 
6. A desire to be able to “take in my stride a little better” all the bad 
things that had happened to him or might happen in the future. 
7. A wish that he could achieve “maybe enough” emotional maturity 
so that he could marry for love and not “because someone pitied me.” 


He was awakened with an amnesia and departed in a general depressed 
mood. 

In the two preceding sessions, as in the previous sessions, no effort was 
made to do more than to elicit his responses. 

At the next session, with the patient in the waking state, a vague general 
discussion was elaborately offered of what he could expect in the future. 
This, it was explained, would be the opportunity to look back over the 
past, to review his complaints and difficulties and to recall the develop- 
ments of therapy. Then, most importantly, he could examine all those 
accomplishments, resulting from therapy, that represented his achievement 
of those things signifying normal adjustments. However, this latter could 
be done only after a lapse of time, probably several months, following the 
termination of therapy. 

He was then hypnotized deeply and the same discussion was repeated in 
similar general terms. 

Still in the deep somnambulistic trance, he was then disoriented for time 
and then oriented or projected in time* to some future date.** 

The projection into the future that this patient achieved was approxi- 
mately five months and the setting was an office visit. The purpose of his 
visit, since, for him, enough time had elapsed since terminating therapy, 
was to give an account of what had really happened since then. 


*Essentially, this is a simple though detailed technique of suggestions by which the deeply 
hypnotized subject is reminded of the current date; told that the seconds, minutes and hours 
are passing; that tomorrow is approaching, is here, and now is yesterday; and that as the 
days pass, this week will soon be over and then all too soon next month will be this month. 
Particular attention must be given, in using this technique, to be most accurate in verbal- 
izing the transition from the future to the present to the past, and to do it easily and 
gradually without rushing the subject. 


**The date for the patient, as a consequence of preceding waking and trance discussions, 
would necessarily be several months in the future. Such future dates are best selected by 
the subject, since the hypnotist might choose one inauspicious for the situation. Also, the 
selected period of time should not be too exactly defined. For example, if an actual future 
date, such as the next birthday is desired, the orientation should be to “some days before 
your next birthday.” Then it becomes a simple matter to let the subject define the date 
progressively more exactly. 

When the actual future date is unknown, having the subject glance out of the window and 
describe what he sees may indirectly reveal the time of day, the season of the year and the 
location. Thus, one subject described the noonday Christmas shopping rush in a distant city. 
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The suggestion was offered, to which he readily assented, that he might 
like to begin with a brief but comprehensive review of the past as depicted 
in crystal ball scenes. Some ten minutes were spent by the patient in this 
hallucinatory review. During it, his emotional manifestations were those 
of sympathetic interest rather than the intense fear, anxiety and concer 
he had frequently shown in previous similar situations. 

Then the suggestion was made that he might be aided in giving his 
report on the therapeutic developments he had achieved by visualizing the 
significant incidents in another series of crystal balls. Thus, he could enjoy 
watching the progressive unfolding of each event as it had occurred. 

He agreed enthusiastically, and, as he viewed the various hallucinatory 
scenes in the crystal balls, his enthusiasm and pleasure increased. Fre. 
quently he would either comment excitedly or demand that the writer ob. 
serve what was happening. 

Some of the reports he gave may be summarized briefly as follows: 

1. I'm walking down the street. I’m turning. I’m going to see Dr. X 
(his physician). No, I’m walking past. I’m thinking, “Thank God, I 
don’t have to go there again.” 

2. I’m swimming and — watch me, I’m going to do a high dive. 

3. Look, I’m asking the boss for a raise. He’s going to give it to me. 
Damn it, I couldn’t hear how much. I don’t understand that. (His at- 
tention was hastily distracted.*) 

4. My goodness! Did you see that? That was that great big lug who 
always parked his car just to be mean so I couldn’t get my car out until 
he came out half an hour later. Now I’m telling him off and thinking 
what a sap I was to keep parking my car where he could pull tha 
dirty trick. 
5. I’m in the theater. (He was asked what the picture was.) Who's look- 
ing at the picture? I’m necking my girl. 

6. That’s a different girl and I’m taking her to the art gallery and then 
we are going out to dinner. She’s pretty. 

7. I’m giving a speech to a group of men. I wonder which one that is, 
because I gave another speech, too, but I can’t see plainly. 

8. My car has been painted and I got a new suit. Looks good. I even 
wear it to work. 

He was unwilling to discontinue his crystal gazing, expressing much 
pleasure in his accomplishments and a desire to describe more of them. 

However, he was reoriented to the current time and given extensive post- 
hypnotic instructions to have a complete amnesia for every possible thing 
that might have occurred during the session. Additionally, he was to make 
no response of any kind to any of the things that might have happened 
during the session except a full obedience to the instructions just given. 

He took his departure, complaining of extreme fatigue. 

He was seen the next day and the same routine employed. He was care 
fully oriented about seven months in the future, and he made a similar 
initial response to this projection in time. 


*Constant alertness must be exercised to prevent any undue thinking that might break down 
the established psychological orientation. 
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a He was addressed as follows: 
‘Picted | As I remember, I saw you last about two months ago. You came in to 
in. this report upon your progress. I put you in a trance and had you visualize 
- those yourself in crystal balls so that you could give me full accounts. 
oncern Now, suppose you remember tonight all the things you said and saw 
ng hi that night about two months ago. Never mind anything I saw or did, 
. he remember only the things you said and saw and did while you were 
i, giving me the report. (This was to prevent him from recalling any- 
-ENjoy thing about preliminary or subsequent hypnotic instructions, partic- 
natory ularly in relation to time projection.) 


Now review all those things. Some of them go way back to our first 
. Fre. “ae 
meeting and even way back to the beginning of the problem you 


“7 brought to me. Think them over carefully, clearly, extensively and 
then discuss things for me. 
Dr. X The essential content of his discussion follows: 
sod, 1 | I was really a sorry mess when I met you. A whining crybaby. I don’t 
see how you could have stood me. Dr. X deserves a gold medal for 
what he put up with. It embarrasses me to think about it. 
oO me. | I don’t really know what happened. It was like a dream but it wasn’t 
lis at. a dream. Whatever you said to be became true. I was a little boy, I was 
older, I was still older, sometimes all at the same time. Some way you 
x who made me live my life all over so I could see it. I really lived it, too. 
until | Then you made me see it in moving pictures in crystal balls. I was 
nking | in the crystal balls. And I was outside watching. Some of the things 
| that I saw were pretty darn sad. But I was a sad sack myself. 
But the thing I really liked but didn’t have any hope about was when 
look * you made me tell you all the things I wanted to do. Then somehow 
I began doing those things. I can’t understand that because I must 
then { have been in this room and I wasn’t. (He was immediately interrupted 
and extensive hypnotic instructions were given that he report only on 
nat is, what he himself saw and did and that he was not to try to understand 
the situation.) 
ews. | Well, I did every one of those things. Surprised myself! Boy, I really 
felt good about it. I enjoyed doing them. I sure was surprised when I 
much asked that waitress for a date. She’s a nice girl. And that raise was 
‘ $10.00. And when I told off that lug about blocking me in with his 
post: car, he took it like a man. And I felt like one! I’ve got to look up Dr. X 
thing | some day because he was really interested in me. I guess he believed in 
make me, even if he didn’t help me. 
ened He continued to review extensively, with confidence, assurance, and 
yiven. pleasure, a further wealth of fantasied accomplishments, all in keeping with 
a suitable reality situation for him. They all had, apparently, the signifi- 
care- cance of absolute realities for him. 
milat } When he had apparently finished, he was told that he was to be hypno- 
tized. By this approach, it became possible to reorient him to current time. 
ean Again, as in the previous session, he was given extensive post-hypnotic 


suggestions to induce a comprehensive amnesia for trance events of all sorts. 
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Still in the trance state, he was instructed ambiguously that his nex, 
appointment was possibly for next week but that it might or might no 
be kept; that various events would develop which would determine both 
the time and the manner in which he would keep the appointment. Hoy. 


ever, he would certainly be seen again, if not next week, quite possibly in 
two months’ time. 


He was awakened with post-hypnotic instructions for amnesia and dis | 
missed with no mention of a future appointment. He appeared exhausted | 


and self-absorbed. 


He was not seen until eight weeks later. He arrived in a new suit, and 


his car was newly painted and had new seat covers. An attractive young girl, 
a secretary, accompanied him. 


His opening statement was that he felt that he would like to give the 


writer an account of the recent events that had occurred. His report may 
be summarized as follows: 


For about a week after the last session, he had felt confused and bewil. 
dered, but at the same time he had a “feeling” that “something good 
was happening” to him. Then one day he had wondered about his next 
appointment while at work but before he could clarify his thinking, he 
had impulsively asked his employer for a salary increase. Not only had 
this been granted, but he had been transferred to another and better 


position. This had given him a tremendous feeling of elation and 
self-confidence. 


Upon leaving work that night, instead of waiting in his car and raging 
helplessly, because he was boxed in, he hailed the man and invited 
him to have a beer. During the drinking, he had told the man ina 
simple matter-of-fact tone of voice, “I think you have been blocking 
my car regularly because I’ve been such a damn sissy. From now on, 
you damn bastard, cut it out and have another beer on me.” This had 
ended that petty persecution. 


Much elated by this, he dined at a different restaurant that night, fell 
into conversation with a waitress, and asked her for a date. She refused 
but, unperturbed, he went to the theater alone. 

Subsequently he had moved to another and better residential section. 
In the process of moving, he “went through all the trash I’ve been 
saving for years. I threw out all the junk. I really cleaned house.” 
He had joined a Young Business Men’s Club and had maneuvered 
himself a position on the weekly program. He felt that he had acquitted 
himself creditably. 

From then on, “I began living a normal respectable life and enjoying 
things like an average man. I just suddenly got out of all my bad habits 
and feelings. It was easy once I got started. I just never tried that before. 
But one thing just naturally led to another and instead of feeling bad 
like I used to, I just get out and do something I ought to. 


I met my girl at a dance and we're going steady. But we are going to 
wait awhile to see if we’re really interested. 
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My health is good. I don’t pay attention to every little ache or pain the 
way I used to. You got to put up with a cold or something like that 
instead of getting scared to death. Some day I’m going to see Dr. X 
and let him see me the way I really am. He was a good scout with me.” 
After still further discussion, during which no effort was made by him to 
inquire into what had occurred in relation to the writer, he departed. 
He was seen casually from time to time thereafter in a social way. Two 
years later, he was still adjusting satisfactorily and he and the secretary were 
completing their plans for marriage. 


Patient B 


This case history concerns a long-continued highly circumscribed form of 
compulsive behavior. 

The patient's mother had died when he was twelve years old. His father 
insisted that the son visit the mother’s grave and place flowers on it every 
Saturday, Sunday and holiday regardless of everything except absolute 
physical incapacitation. 

On several occasions, the boy had played truant and had been brutally 
beaten by the father who had reacted to the mother’s death by becoming 
a severe alcoholic. 

When the patient reached the age of fifteen, the father, first giving the 
boy a most brutal beating to make him remember to visit the grave, had 
deserted him. For a year the boy had lived in the home of a distant, un- 
friendly relative before striking out on his own. 

For fifteen years, summer or winter, rain, shine, or snow, he made his 
pilgrimages to the grave, sometimes having to make regularly a round trip 
of twenty to forty miles. Even during his courtship, he regularly took his 
fiancee on the Sunday pilgrimage. 

During the years, physical illness had confined him to bed on several 
occasions and made him miss his regular trips. He had reacted by making 
extra visits during the week. The result had been a compulsion to make a 
daily trip. At the time of seeking therapy, he was making a daily round-trip 
of twenty miles. 

He had attempted to break the compulsion by placing bouquets of dan- 
delions or wild chicory blooms from the roadside on the grave, even limit- 
ing the offering to a single bloom and then to none at all. However, the 
compulsion proved to be that of a visit only. 

Then he tried to break it by merely driving past the cemetery and hurry- 
ing home. A dozen such attempts had caused him such extreme anxiety, 
insomnia, panic, gastric symptoms and diarrhea that each time he had been 
forced to make a midnight trip to fulfill his “obligation.” 

His reason for seeking therapy was that he had recently been offered a 
most advantageous position in a distant city and the deadline for his accept- 
ance was approaching. While both he and his wife were most eager to make 
the change, the thought of being unable to make the daily trip to the grave 
caused him to suffer intense panics. 

_ Because time was short and his problem was circumscribed in character, 

intensive hypnotherapy was employed. 
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He proved to be an excellent somnambulistic subject and was easily taught 
to manifest hypnotic phenomena. 

In a deep trance, he was asked to review his innumerable pilgrimages, 
his memories of his mother, and the nature and character of his feelings, 
particularly his resentments, towards his father. He found this a most diff. 
cult task and possible only if he did it silently. Hence, this approach was 
abandoned. 

Accordingly, he was disoriented for time, and systematically oriented by 
projection into time two weeks in the future. Essentially, a technique com. 
parable to that used for Patient A was employed. During the process of 
orienting him in the future, elaborate instruction was given to him to insure 
a calm, comfortable feeling and to induce an overwhelming interest in what- 
ever the writer might have to say. 

As soon as the new orientation had been secured, a casual conversation 
was begun with him and carefully guided to the subject of his remarkably 
good muscular development, of which he was exceedingly proud. This led 
to an extolling of the patient’s adherence to his principles in not smoking 
or drinking and of living a good, clean, industrious, hard-working life. 

When these ideas had been built up sufficiently, he was challengingly 
asked, apparently in a spirit of camaraderie, if he had the strength to stand 
up like a man under a shock. He replied that he could “stand up under 
anything that any man could dish out.” This led to the writer’s declaration 
that he could easily “floor” the patient “with a good wallop.” Entering 
readily into the spirit of the verbal exchange, the patient declared that the 
writer did not have “enough beef.” After still further similar persiflage, 
he was warned, “Pick a spot on the floor to take a tumble, because I’m 
going to hit you hard and unexpectedly. Listen, here it comes. Now listen! 
You are a beautiful physical specimen, you live right, you work hard, you 
are a strong man, you are feeling good. Now here’s the punch. Listen! For 
two whole weeks you have not visited your mother’s grave — not once for 
two whole weeks. Are you alive, are you strong, or are you a weakling that 
I can lay out with my little finger?” 

His startled response was, “Good God, how did I stop?” 

Before he could elaborate that question, he was emphatically admonished 
that it was not the how, but the fact that he had stopped that was of sig- 
nificance, and that he could now feel happy and relieved that it had been 
done. 

Without pause the writer continued with a rapid, general discussion of 
all the problems involved in packing, moving, finding a new home and 
getting settled. The patient was admonished emphatically to work out these 
matters to the last detail, since it was a problem that would require every 
possible bit of energy. 

Very rapidly then, he was reoriented to the current time and awakened 
with extensive post-hypnotic suggestions for a continued amnesia of all 
trance events. He was given an appointment in two weeks’ time and dis- 
missed. (Since it was known that his grave visits were a sore topic at home 
and never mentioned, no special precautions had to be taken.) 
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Pseudo-Orientation in Time as an Hypnotherapeutic Procedure 


He reported promptly for his next interview and was cheerful and enthus- 
iastic. He had accepted the new job and arrangements for moving were 
practically complete, and would be accomplished within the next week. 

Special inquiry had been made secretly of his wife, who reported that, 
while he had worked regularly, he had been home each night approximately 
an hour earlier. Also, he had worked busily at packing the full day both 
Sundays as well.as during all spare time during the two weeks. 

Accordingly, his enthusiastic account of his new preparations was sud- 
denly interrupted by the inquiry, “How does it feel to be happy, content, 
enthusiastic and really interested in the new job and free from having to 
visit your mother’s grave?” 

In startled amazement he declared, ‘““Good God, I haven’t done that for 
two weeks. I’ve been so busy.” 

Immediately, by means of a post-hypnotic cue to which he had been 
trained to respond, a deep trance was induced. 

As if there had been no alteration in his level of awareness, the writer 
replied, “Yes, now that you are asleep, you now know that you were too 
busy. More than that, you know now by actual experience that you don’t 
need to visit the grave any more. But, of course, if a legitimate occasion ever 
arises, you can do so in a normal way. Thus, on Mother’s Day you could, 
or some such occasion.” 

After some silent thought, he asked, “Is my father alive?’ Reply was made, 
“Neither you nor I know if he is dead and gone, we know only that he is 
gone and that you are a man.” 

Return was made to the question of the new job and after some further 
discussion, he was awakened. 

At once he returned to the moment preceding the post-hypnotic cue by 
remarking, ““T'wo whole weeks! I don’t understand it, but it’s sure OK with 
me. Maybe taking that new job did something for me.’’* 

Return was at once made to discussion of the new position and shortly 
he was dismissed. 

In the ten years that have followed, only on those rare occasions when he 
visited the hometown would he visit the grave and then only if it were 
convenient. Also, there have been no other neurotic manifestations devel- 
oped to replace the original compulsion. 


Patient C 


This next case history also concerns a circumscribed problem but of an- 
other type. Psychiatric help had been repeatedly sought and always rejected 
on the specious grounds that cooperation was impossible. 

The patient was a twenty-year-old student nurse. When she was less than 
a year old, her mother had secured a divorce, broken off all ties with every- 
one she knew, moved to another state, and had destroyed every possible 
evidence of the father that she could. 

As the patient grew older and inquired about her father, the mother 
simply stated that she had divorced him, that she knew nothing about what 


eC 
*Therapeutically there was no reason for the patient to think otherwise. In final analysis, 
the outcome did derive from the opportunity for a new job. 
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had happened to him since then. Additionally, the mother firmly refuseq 
to give any description of him or even to reveal the location of her former 
home. 

Upon reaching the age of eighteen, the patient made a determined effort 
to learn something about her father. The mother’s marriage certificate and 
divorce decree were locked, she was informed, in a safety deposit box and 
would remain there. As for the patient’s birth certificate, it disclosed on} 
that she had been born in Chicago. Her mother explained that her birth 
had been unexpectedly early and had occurred while she and the father 
were visiting some of the father’s relatives in Chicago. As for the mother’s 
maiden name, that, like the father’s surname, was utterly commonplace and 
there would be no possible way of tracing identities. 

Thoroughly frustrated by this, the patient had sought out psychiatrists 
who used hypnosis. She would demand that they hypnotize her and thereby 
compel her to remember something about her father. However, she would 
immediately establish an impasse by declaring that such a procedure would 
be ridiculous since she had no memories of him. Hence, all that would be 
secured would be her “imaginations” and she did not want to have them 
passed off as genuine. Hence, she invariably refused to cooperate and at 
no time was she ever hypnotized. 

When she came to the writer with the above story, her request was refused 
on the grounds that a search for memories before the age of one would be 
futile. (Actually, of course, she represented an interesting problem if her 


cooperation could be secured by a judicious use of negativism on the 
writer’s part.) 


She was reassured by this refusal of her request but before the interview © 


was terminated she had become interested in hypnosis simply as a personal 
experience. 

Accordingly, arrangements were made to train her for “experimental 
work.” She readily became an excellent hypnotic subject except for the one 
procedure of age regression. This she would not permit and when indirect 
efforts were made, she invariably awakened to protest that “things seem to 
be going wrong.” 

Therefore the measure of projecting her into the future was decided upon 
as a possible approach to her problem. 

Consequently, while she was in a profound, somnambulistic state, an “ex- 
periment” was outlined for her, for which she was to do some learning 
tasks. Then, it was explained, she was to be projected into the future and 
she would report upon that learning. Thus, the nature and character of 
her forgetting could be studied. 


However, as a “preliminary” bit of training, she would first be projected 
in time and induced to have fantasies of activities during the period of time 
between the current date and the future date. 

Following these explanations (actually disguised instructions for her 
guidance) , she was disoriented and then oriented to the future. No effort 
was made to ascertain the approximate date but various remarks permitted 
the deduction that the time projection was about two months. 
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Pseudo-Orientation in Time as an Hypnotherapeutic Procedure 


She was asked to give a full account of that “remarkably interesting 
atient” she had cared for since that “last interview with me quite a few 

weeks ago.” She executed this fantasy and several others of a comparable 
character. During the narration of them, mention was made repeatedly that 
she had probably forgotten a lot of the details, to which statement she 
was induced to agree. 

She was then reminded that, “quite a long while ago,” arrangements had 
been made to study her rate of forgetting and that the time had now come. 
Speaking rapidly to insure her full attention and to preclude her from 
analyzing the statements made, she was told: 

1. I am positive you have forgotten completely a task I had you do 
a while back. 

2. I want you to work on the full assumption that you did it, even 
though you can’t remember doing it. 

3. I want you to recover as systematically as you can the memories of 
what you did. 

4. It was an unexpected task for which you could make no plans to 
remember. Hence, you forgot it. 

5. This task was done between the time of the last interview you re- 
member and this present moment. (Projected time.) 

The task was then described to her as regressing in age and recovering a 
variety of memories about her father, all of which she had now forgotten. 

The proposal was offered that she now try to recall what she might have 
discovered in that age regression by whatever means she chose, crystal gaz- 
ing, automatic writing, flashes of memory, or any other means she wished. 

She hesitatingly suggested crystal gazing. Immediately the suggestion was 
offered that, in a series of crystal balls, she would see herself at descending age 
levels until she saw herself as an infant-in-arms. (As for Patient A, these 
crystal balls were ‘‘fixed.””) These portrayals she was to study carefully until 
she felt certain that she had “rediscovered” the forgotten memories. 

For half an hour she sat silently, absorbed in this task. Finally she turned 
to the writer and indicated that she was through. Instructing her to keep 
the memories and to report them in any way she wished, the crystal balls 
were removed by suggestion. (The reason for this was to prevent her from 
developing tangential interests by observing again the crystal balls.) 

She was asked what she thought about the experience. Her reply was 
the startling request that the writer examine the back of her right knee. 

That examination revealed an old, small, jagged scar. Told about this, 
she explained, “I saw myself as a little girl. I was six years old. I was play- 
ing. I was running backwards. I tripped over the root of a tree. My leg 
hurt. I got up crying. Then a lot of blood ran down my leg. I was scared. 
Then the crystal ball disappeared.” 

After some moments of silent thought, she continued, “I’m all mixed 
up. I think different ways about time. I don’t like it. I think you better 
straighten my mind out and tell me to remember everything. I think I’m in 
a mixed up trance. Wake me up.” 

She was reoriented and awakened with instructions for full recollection 
of memories. 
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Soberly she began, “I saw me fall. I’ve got the scar. You found it. I don 
remember it. I just saw it in the crystal ball. Maybe the other things are 
true, too.” 

“First I'll tell you and then I'll teli my mother. Then I'll know. This js 
what I saw: I could say ‘Daddy.’ My father was holding me. He seemed to 
be awful tall. He was smiling. He had a funny looking tooth, a front tooth, 
His eyes were blue. His hair was curly. And it looked yellowish. Now I'm 
going home and tell my mother.” 

The next day she reported, “They were real memories. It shocked 
Mother. When I got home, I told her, ‘I’ve found out what my father 
looked like. He was tall, blue-eyed, (she and her mother were brown-eyed 
and five feet three inches tall) and curly-haired. It was almost yellow and 
he had a gold front tooth.’ Mother was frightened. She wanted to know how 
I found him. So I told her about what we did. After awhile she said, ‘Yes, 
your father was six feet tall, blue-eyed, yellowish-red curly hair and he had 
a gold tooth. He left me when you were eleven months old. I'll tell you 
anything else you want to know now, and then let’s not talk about it any 
more. | know nothing about him at the present.’ ’ 

However, the patient’s curiosity was satished. She was used subsequently 
tor experimental work. Although she was given opportunities over a year’s 


time to manifest further concern about her original problem, she seemed 
to have lost all interest in it. 


Patient D 


This case history centers around an impasse reached during therapy and 


the utilization of a fantasy about the future to secure an effective resump- 


tion of therapeutic progress. 

The patient suffered from a profound anxiety neurosis with severe de- 
pressive and withdrawal reactions and marked dependency patterns. A great 
deal of hypnotherapy had been done and her early response was good. How- 
ever, as therapy continued, she became increasingly negative and resistive. 

Finally, the situation became one in which she limited herself, during 
the therapeutic hour, to an intellectual appraisal of her problems and her 
needs, while rigidly maintaining the status quo at all other times. 

A few examples will suffice to illustrate her behavior. She could not, for 
cogent reasons, tolerate her parental home situation but she persisted in 
remaining in it despite actual difficulties and in the face of favorable oppor- 
tunities to leave. She resented her employment situation bitterly, but refused 
to accept a promotion actually available. She recognized fully her need for 
social activities but avoided, often with difficulty, all opportunities. She 
discussed at length her interest in reading and the long hours she spent in 
her room futilely wishing for something to read but she refused to enter 
the library she passed twice daily, despite numerous promises to herself. 

Additionally, she became increasingly demanding that the writer must, 
perforce, take definitive action to compel her to do those things she recog: 
nized as necessary and proper but which she could not bring herself to do. 

After many futile hours, she finally centered her wishful thinking upon 
the idea that, if she could achieve even one of the desired things, she would 
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Pseudo-Orientation in Time as an Hypnotherapeutic Procedure 


then have the impetus and firmness of intention to achieve the others. 

After she had emphasized and reemphasized this statement, it was ac- 
cepted at face value. 

She was then immediately hypnotized deeply, and, in the somnambulistic 
state, instructed to see a whole series of crystal balls. In each of these would 
be depicted a significant experience in her life. These she was to study, mak- 
ing comparisons, drawing contrasts, and noting the continuity of various 
elements from one age level to another. Out of this study would slowly 
emerge a constellation of ideas which would be formulated without her 
awareness. This formulation would become manifest to her through another 
and larger crystal ball in which she would see herself depicted pleasantly, 
happily and desirably, in some future activity. 

She spent approximately an hour absorbedly studying the various hallu- 
cinatory scenes, now and then glancing about the office as if looking for the 
other crystal ball. 

Finally she located it and thereupon gave all of her attention to it, de- 
scribing the hallucinated scene to the writer with avid interest. 

It was the depiction of a wedding scene, that of a lifelong family friend, 
which, in actuality, was not to take place for more than three months. She 
saw frequent “‘close-ups’’ of herself and of the others. She described the 
wedding ceremony, the reception and the dance that followed. She was par- 
ticularly interested in the dress her image was wearing but could only describe 
it as “beautiful.” She watched the dancing, identified some of the men with 
whom she danced, and named the one who asked her for a date. Over and 
over she commented on how happy she looked and what a contrast there 
was between her appearance now and her appearance at the wedding. 

It was difficult to get her to cease watching the scene of the wedding 
party, since she was so interested in it and because she was so pleased by 
her behavior in it. 

Finally, she was instructed to keep all that she had seen in her unconscious 
and to have a waking amnesia for the trance experiences. Furthermore, it 
was explained, it would constitute a tremendous motivating force by which 
all of her understandings could be utilized constructively. 

She was then awakened and dismissed with a post-hypnotic suggestion 
for continuance of the amnesia. 


There were only two more therapeutic interviews and both of these were 
limited in scope by the patient. Each time she stated that she had nothing 
to say until she had been hypnotized. 

Once this was done, she stated both times that she wanted instructions to 
remember in her unconscious very clearly all that she had seen and thought 
and felt as she watched the wedding scene. The desired instructions were 
given each time, and after about half an hour of silent thoughtfulness in the 
trance state, she asked to be awakened and dismissed. At the second visit 
she terminated therapy. 
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She was not seen until several days after the wedding three months later, 

Then she entered the office without an appointment and explained, 
“I’ve come to tell you about Nadine’s wedding. I have an odd feeling that 
you know all about it and yet don’t know a thing. But I do know that] 
have to give you an explanation for some reason.” 


Her explanation was that she and Nadine and the bridegroom had been 
lifelong friends and that their families were intimate friends. Some three 
months ago, following a therapeutic session, she had felt impelled to dis. 
continue therapy and to devote her energies to getting ready for that wed. 
ding. When she was asked to be a bridesmaid, she decided to make her own 
dress. This had made it necessary to get promoted at work so that she would 
have better hours. Additionally, she had taken an apartment in town s0 
that she would not lose a total of three hours going back and forth from 
work. She had gone on shopping tours with various friends to help select 
wedding presents and she had arranged for “showers” for the bride-to-be. 
All in all, she had been exceedingly and happily busy. 

She described the wedding scene, the reception and the dance. She was 
decidedly startled when the writer asked if she had danced with Ed and if 
he were the one who asked her for a date. She answered in considerable 
bewilderment, that she could not understand, since she had not mentioned 
his name, how the writer could ask such a specific question. However, she had 
danced with Ed, but had forestalled his request for a date since she consid- 
ered him not to be up to her standard. However, she had accepted a date 
from another dancing partner. 


Finally, she was reminded of her original purpose in seeing the writer. 


Her reply was simply, “I was a pretty sick girl when I first came to see you; 
I was horribly mixed up and I’m grateful to you for getting me straightened 
out in time so that I could get ready for the wedding.” She had no aware. 
ness that her preparations for the wedding constituted her recovery. 

She has been seen occasionally since then on a casual basis. She is hap- 
pily married and the mother of three children. 


Patient E 


In this case history, the patient was not interested in therapy and did not 
know that she needed therapy, but she was interested in hypnosis as a personal 
experience that might be enjoyed. Very early in hypnotizing her, the real- 
ization was reached that, despite her seemingly good adjustment, therapy 
was seriously indicated. 

She was a nineteen-year-old student nurse of good intelligence, pretty, 
vivacious, likable, but annoyingly flippant in her general attitudes. She 
proved to be an excellent somnambulistic subject and interested in expeti- 
mental hypnotic work. 


However, it was soon discovered that she had a mild avoidance phobia 
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Pseudo-Orientation in Time as an Hypnotherapeutic Procedure 


for water fountains and flower vases. Hypnotic exploration of this rapidly 

disclosed other items of psychopathology, which she confirmed in the wak- 

ing state. Among these were the following: 
1. She had learned to swim well when she was about ten years old. 
However, she had not been able, for some unknown reason, to swim 
for at least the last five years. Yet, each season she would go to the lake 
to swim, don her bathing suit and walk expectantly down to the shore. 
As her feet touched the water she would turn and run away screaming 
as a result of a sudden, unexpected impulse. Several hundred feet away 
she would gain control of herself, and embarrassedly walk back to the 
shore, fully expecting to swim, but only repeating her previous uncon- 
trollable impulsive behavior. Yet, each time it occurred, she did not 
believe it would happen again. 
2. She would accept an invitation to go to the theater with some young 
man. Once inside, she would slip away from her escort and then leave 
by a side entrance and go home alone. Or if she went to dinner, she 
would, at the close of the meal, excuse herself to go to the rest room 
and either wait it out there until her escort left in disgust or she would 
depart by a back door. 
§. Her attitude toward marriage as a possibility for herself was one of 
bitter intolerance. So intense was her hostility on this topic that she 
would not discuss it except to declare that this was her “normal” feel- 
ing and that she had no particular reason for disparaging marriage so 
completely. 
4. There were a number of other items of psychopathology but these 
were not discovered until after therapy had been accomplished. 


When the question of therapy was raised with her, she agreed to it pro- 
vided the therapy were limited to the correction of her swimming problem. 
She did not realize that therapy in that regard might correct other malad- 
justments. 

Treatment was initiated by training her fully as a hypnotic subject. This 
she enjoyed but she was really interested in therapy. 

Age regression was employed extensively with her, and a series of trau- 
matic deeply repressed memories were recovered and the experiences relived 
by her. 


Some of these were as follows: 

1. When she was about five years old, she and her two-year-old sister 
were playing about a washtub full of water, while the mother was out 
of the room. The sister fell into the tub and the patient struggled to 
pull her out while screaming for her mother. When the mother came, 
she rescued the baby, who had “turned blue,” and finally spanked the 
patient most severely “for pushing sister in the water.” 

2. At about the same period, sister, while sitting in the high chair at 
the table, managed to tip herself over. The patient rushed across the 
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room with arms outstretched to rescue her. She arrived too late and just 
as her mother entered to see the patient’s outstretched arms and the 
toppling chair. Again she was severely punished. 


3. When she was about six years old, a neighbor volunteered to teach 
her to swim. This neighbor believed that a child’s fear of water is bes 
cured by complete immersion. The patient became extremely fright. 
ened, fought, screamed and bit. Her “misbehavior” resulted in another 
spanking. 

4. At about this same age, a neighbor died and the patient was sent 
to the grandmother’s house while the mother attended the funeral, 
That night the patient returned home, and was awakened by her 
father’s coughing (he was bedridden and slowly dying of pulmonary 
tuberculosis) . 

Distressed by the coughing, she aroused her mother and explained that 
she wished her father would die. Without seeking the patient’s reasons 
for this wish (when people die you go to Grandmother’s and get cookies 
and candy, and Daddy likes cookies and candy, so why can’t he die and 
go to Grandma’s?) , the mother punished her severely. 


5. When she was about eight years old, contrary to her mother’s orders, 
she tried to cross a creek on a fallen log used as a footbridge. She 
slipped, fell and saved herself by embracing the log. After much scream- 
ing on her part, she was finally rescued by her older brother, wo sub- 
sequently intimidated her by threats of reporting the escapade. 

6. When she was about twelve years old, she and her sister, both having 
learned to swim well two years previously, went swimming. The water 
was cold and the sister became cyanotic but refused to leave the water 
despite the patient’s frantic pleading and crying. 

7. Because of the above experience, she had later refused to go swim- 
ming with her sister and brother. He had forcibly dragged her into the 
water. She fought him so furiously that they “both nearly drowned.” 
She could not remember ever again swimming. 

Although the patient relived these various experiences with vivid emo 
tional intensity in the trance state, she protested that they had been forgot- 
ten events. Therefore, they ought to remain forgotten and she declared 
emphatically that she would not remember them when she awakened. 

Furthermore, she demanded that the writer begin therapy on her swim- 
ming problem immediately, and that he was to do this in a “subtle” way 
so that she would not suffer any more emotional stress. Efforts to correct 
her attitude while she was still in the trance were futile, as proved to be the 
case when she was awakened. 

At the next interview, the patient was definitely hostile. She declared that 
she had lost her interest in experimental hypnosis, but that she was inter- 
ested in prompt and immediate correction of her “swimming problem and 
nothing more.” In the trance state, she confirmed this attitude but was much 
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Pseudo-Orientation in Time as an Hypnotherapeutic Procedure 


less hostile. She also declared that she did not want to remember con- 
sciously any of the memories previously recovered in hypnosis since they 
had “once been forgotten and might as well stay that way.” 

Accordingly, her demand was accepted and she was assured that all 
efforts would now be directed as she wished. 

She was then disoriented for time and reoriented approximately three 
weeks into the future. Immediately she was told that, since therapy had 
been terminated the first part of June and it was now the latter part, one 
thing remained to be done. This task was that of “putting into effect the 
therapy that had been done.” The opportunity to do this, in fact, was rap- 
idly approaching. Her vacation would occur in the latter part of July and 
the first part of August. Therefore, it would be well to plan how to utilize 
that vacation to establish her therapeutic gains on a reality basis. 

Thereupon, collaboratively, she and the writer devised the following plan. 

She would spend the vacation at a summer home on a lake well-known 
to her. She was to purchase a new bathing suit and a small waterproof silk 
bag large enough to hold a package of cigarettes and matches. This bag 
would be carefully attached to her bathing suit for the first two days, if 
necessary, but would probably be dispensed with in much less time. 

The cigarettes and matches would now be presented to her, a package of 
Lucky Strikes* on which the writer would, in her presence, inscribe, “This 
really is a lucky strike.”” These she would now put into her handbag with 
the matches slipped into the cellophane wrapper and she would keep them 
hidden from her conscious mind until the time came to use them. 

At the lake, and in the form of post-hypnotic behavior, she would attach 
the waterproof bag containing the cigarettes and matches to her bathing 
suit. 

Then, consciously, she was to stroll down to the beach speculating about 
sitting on the raft and wondering whether she would sit facing out over the 
lake or facing the shore. 

Once on the raft she would experience an overwhelming desire for a 
cigarette. While wishing for one and dangling her feet in the water, she 
would “accidentally” discover the waterproof bag and explore the contents. 
She would be so delighted that she would immediately light a cigarette and 
only while puffing it would she begin to wonder where they came from. 
Examination of the package would lead to the discovery of the writing on it. 
While she pondered its meaning, she would finish the cigarette, toss the butt 
into the water, and strike out for shore, still puzzled about the inscription. 

Upon reaching shore, she would realize that she had left the cigarettes 
on the raft and she would turn and strike out for the raft again. Upon 
arriving at the raft, she would be hungry for another cigarette and would 
smoke again. 

As she smoked, she would suddenly remember completely everything that 
had happened since she had donned her bathing suit. 





*Ordinarily she refused to smoke other than her own particular brand of cigarettes. 
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The patient listened attentively to these elaborate instructions and com. 
prehended readily what she was to do. 

Then, while she was still in the trance state, she was “disoriented” for “the 
latter part of June” and projected in time to September in the situation of 
entering the office. 

She was asked, “Well, what really happened on your vacation?” 

Her narrative was essentially as follows: 


When I started to get undressed to put on my suit, I had an awful time, | 


I was so absent-minded. Then, when I went down to the beach, I wa 
wondering why nobody was on the raft, and I decided to sit on it. The 
next thing I was ravenous for a cigarette. Then everything happened 
just as you said last June. I smoked a cigarette and struck out for shore 


but then I had to go back and get my cigarettes. And then I started to 
remember everything about undressing and getting that silk bag fas | 


tened to my suit and thinking about the raft and swimming out there 
twice. And then I knew I was over my swimming problem and I really 
enjoyed swimming every day. 
Now I’m back at work and everything is swell. 

She was reoriented to the current time and emphatically instructed to 


obey, to the last detail, all instructions that she had ever, at any time, been | 


given when in a trance state. With equal emphasis, she was instructed to 
keep all unconscious knowledge from her conscious mind. This must abso 
lutely be done until such time, if it ever did occur, both she and the writer 
independently would approve of her conscious awareness of things uncon- 
scious. This instruction, in accord with her previously expressed attitude, 
she accepted most readily. 
She was awakened and dismissed. The cigarettes and matches had been 
carefully wrapped in tissue and concealed in her handbag. 
She was seen again in September. She entered the office with a meny 
laugh and declared: 
Well, you already know everything that t.appened on my vacation. It 
all happened just as you said. By the end of my vacation, I got % 
puzzled by everything that I sat down one day and deliberately remem- 
bered everything. It was so confusing because I started with the ap 
pointment I had with you in the first part of June. I really had a lot 
of trouble getting straight about ‘the last part of June’ and then ‘Sep 
tember’ and making them both fit into the real time. Puzzling that out 
was a job but I got it straight. You ought to try to think a thing out 
like that. At first, the last part of June and September were just as real 
as any other memories. I knew they couldn’t be so but they were real 
and it was a terrific job, but exciting and interesting. 
But when I got them straightened out, I could see them as ideas that 
I had for the future and then I was straight in my mind. 
That’s when the real merry-go-round started. That’s when I started to 
remember everything that happened since you began to work with me 
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com- —all those things you dug out of me. If you had as much fun digging 
; them out as I had remembering them and putting them together to 

r “the | make sense, I won’t have to apologize for being so stubborn. 

on of The whole thing went pretty fast. I puzzled all morning one day and 


then after lunch I really sat down and started my think-trap going and 
by dinner time I had everything straight. 


That first September report wasn’t right in some things. 


time, | What really happened started in June, after that trance that really 
1 was | started things. 

» The | I started getting ready for my vacation, and the first thing I had to do 
pened 


was to get a bathing suit. I was looking for a special suit but I didn’t 


shore realize it then. I didn't know it was blue. 

Se Then I had a job finding a waterproof silk bag to send overseas to 
8 fas someone — I hadn’t really made up my mind who, so I couldn’t send it 
Gee after I got it. 


-_ | Then I misplaced my handbag. Every time I found it again, it got mis- 


placed again. The last place I found it was in the suitcase I took to 
nan | the lake. I can remember now ali the tricks my unconscious played on 
° me to keep those cigarettes hidden from my conscious mind. 


os Well, the rest at the lake was like you said, except that when I was 
» shes hanging my feet in the water on the raft, I kept worrying about the toe- 
wrike nail polish coming off. But the rest was like you said. But I kept won- 
mia | dering what happened to me because I was enjoying the swimming. 

titude, But that isn’t all. After I remembered all those other things you dug 


out, I knew I could handle them but I didn’t know what I was going 
bie | to do. I had to wait till I got home. 


I'll tell you them now, all except one. I'll tell you that next time. 
She continued: 


merry | 
| For years and years I have wanted to take a hot soak in the bathtub. 
ion. It | I always filled the tub full and then I would step in, pull out the plug 
got so and take a shower. It always made me so mad, but I did it every time. 
ement- And if there wasn’t a shower, I'd just stand in the tub and sponge my- 
he ap self. Now I can take a tub bath. 
d a lot Another thing! I can drive a car now. I had to give it up because I got 
n ‘Sep- | in the habit of shutting my eyes and speeding up, sometimes in the 
nat out | city, sometimes in the country. Remember the footbridge — well, I 
ng out always did that to cross bridges but I just realized that up at the lake. 
as real Now I don’t shut my eyes to drive over a bridge. 
re real Those poor guys that dated me and took me out! That neighbor that 
| took me out in the water and wouldn’t let me come back and ducked 
as that | “me Well, I let those poor fellows take me out and I made sure I got 
‘ ack. 
rted to And Sis and the highchair! You couldn’t hire me to stay in a place 
ith me where there was a baby in a highchair. Some of the nurses invited me 
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to their homes for dinner and after I got in the house I just walked 
out. I didn’t know why then. Now I can visit people who have babies 
in highchairs. 

And Sis getting blue when she was a baby and then when we went 
swimming that time. I’ve never worn anything blue because of that 
and it’s becoming to me. First the blue bathing suit and now this new 
outfit I’ve got on. 

And I've joined the church. I always wanted to go but couldn't stand 
being in a church. I even took my training in a Catholic hospital be 
cause I’m a Protestant and I wanted to be sure to keep away from 
church. But just because they have funerals in church doesn’t stop me. 
There are a lot of other little things but you get the general idea. What 
I don’t understand is how I kept all this in my unconscious and made 
everything so tough for me. How can a person be so stupid and so stub- 
born? But I suppose you're going to call me stubborn now because I'm 
not going to tell you the most important thing that happened. But 
im not really stubborn because I’ve got a good reason this time and 
I’m going to tell you the next time I see you. 


She was not seen again until mid-October. As she entered the office, she 


said: 


I'm ready to tell vou, but first I’ve got to explain a little. 


Mother had it awf..1 hard when we were kids — looking after us, taking 
care of Father, earning a living for us. I thought that marriage was hor- 
rible, just trouble and work and heartache and that husbands were 
always sick. I just never straightened out that idea. So last month | 
visited Mother and hau a long talk with her. I didn’t tell her those 
things you dug up out of my unconscious, we just talked about when 
the kids were little and my father was sick. She really loved Father and 
she doesn’t think she had i: so hard. I wish I'd had enough sense to get 
her ideas before, instead of keeping my kid ideas in my unconscious. 
So I told her about Joe, haw we’re going steady since I got back from 
vacation. She was very pleased when I told her I was going to get 
married some time next year. She never did like nursing for me and 
now I wonder why I took it up — my father, I suppose. But now, | 
want a home and kids and a husband. So now I'll introduce you to 
Joe — he’s waiting outside. . 


The young couple were seen casually on several occasions before theit 


marriage. When their first child was about a year old, a visit was made to 
them and at this time the mother was met. 


During the course of that visit, the mother, who knew that her daughter 


had been the writer’s patient and had been hypnotized, expressed an inter 
est in being hypnotized also. 


Immediately the daughter was asked if she had ever given any account of 


her hypnotic experiences to the mother. This was disclaimed. 
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Pseudo-Orientation in Time as an Hypnotherapeutic Procedure 


The mother proved to be an unusually good subject and responded readily 
to age regression. She was regressed to the time, “when your daughter was 
between four and a half and six years old, at which time something may 
have occurred that frightened you and her very much.” 

Among the things elicited was a similar account of the washtub episode. 
The patient's age was given “as almost two months past her birthday.” 

Similarly, a comparable account was obtained of the highchair episode. 
The patient was then about five years and nine months old. 

The swimming lesson by the neighbor and the funeral episode were both 
adequately confirmed, including the midnight spanking for the “death wish.” 

The fallen log footbridge episode apparently was not known to the 
mother, but she did relive an episode, when asked to be sure to speak to 
her daughter about something on the west side of the house, of anxiously 
cautioning the patient “never, never walk on that tree that fell across the 
creek in that bad windstorm.” 

The mother was awakened with instructions to remember fully what had 
happened in the trance. 

She was tremendously startled by the recovery of these memories, and 
she, her daughter and the writer spent a considerable period of time dis- 
cussing those past experiences. The mother showed good capacity to under- 
stand and she was relieved to know that the “death wish” was something 
entirely different. 

Some months later, the mother was seen again. The purpose of her visit 
was to find out if there were any other things that she had done that she 
ought to talk over with her daughter. 

She was hypnotized and told that she could remember freely and com- 
fortably and discuss anything of actual interest to her daughter whenever 
the occasion arose. 

A social telephone call from the daughter some months later disclosed 
that the two of them had been reminiscing happily and contentedly and that 
she had a very pleasing recollection of her childhood. 

The patient’s adjustments have remained good. Her relationships with 
her mother have continued to be happy and she is much more interested in 
her two children. than in any professional career. 


General Comment 


Perhaps the first discussion of these therapeutic experimental procedures 
should concern how fantasied accomplishments could have proved such 
effective measures of therapy. We all know, from common experience, how 
easy it is to fantasy great deeds, and how far short fall the endeavors in 
reality. The fantasied story is such a masterpiece until it is set on paper, 
and the beautiful painting, so clearly visualized in the mind’s eye, becomes 
a daub when the brush is applied to the canvas. However, it must be borne 
in mind that such fantasies as these are conscious fantasies. Thus, they 
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represent accomplishments apart from reality, complete in themselves, ang 


expressive, recognizedly so to the person, of no more than conscious, hope 
ful, wishful thinking. 


Unconscious fantasies, however, belong to another category of psycholog. 
ical functioning. They are not accomplishments complete in themselves, nor 
are they apart from reality. Rather, they are psychological constructs in vari. 
ous degrees of formulation, for which the unconscious stands ready, or js 
actually awaiting an opportunity, to make a part of reality. They are no 
significant merely of wishful desire but rather of actual intention at the 
opportune time. Thus, one can endeavor to record a fantasied story on 
paper, but its merit may derive from the “sudden flashes of inspiration that 
come unbidden to the mind.” Or an author may consciously endeavor to 
write a novel and find that his characters “do not behave but run away" 
with him. 

In these case histories, extensive emphasis was placed upon fantasies con- 
cerning the future and every effort was made to keep them unconscious by 
prohibitive and inhibitive suggestions. By so doing, each patient’s uncon- 
scious was provided with a wealth of formulated ideas unknown to the con 
scious mind. Then, in response to the innate needs and desires of the total 
personality, the unconscious could utilize those ideas by translating them 
into realities of daily life as spontaneous responsive behavior in opportune 
situations. 

An experimental illustration of this may be cited. A normal hypnotic 
subject who disliked ostentatious display of learning and who spoke only 
English, was taught in a deep trance to recite “Die Lorelei.” This was done 
as a seeming part of an experiment on memory that was being completed 
and without informing him that he was learning a poem or that it was in 
German. A post-hypnotic amnesia for this task was then suggested. 

About two weeks later at a social gathering, through pre-arrangement, a 
colleague of the writer offered to entertain the group by singing and reciting 
variously in Polish, Austrian, Italian, French and Spanish. After listening 
with increasing displeasure, the subject remarked, “I can talk in nonsense 
syllables, too,”” and proceeded to recite “Die Lorelei.” 

To his full conscious understanding, the subject's utterances were no more 
than nonsense syllables spontaneously offered in the immediate situation. 
Rehypnosis was necessary to convince him otherwise. 

This experiment differs from the case histories in that future possibilities 
in a life situation were not a part of the experimental situation. Rather, the 
subject’s unconscious was provided with special learning and then, later, an 
opportunity was created in which that special learning could become mani- 
fest in response to inner personal needs. 


For the patients, special understandings for the future were developed in 
their unconscious minds, and their actual life situations presented the reality 


opportunities to utilize those ideas in responsive behavior in accord with 
their inner needs and desires. 
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Pseudo-Orientation in Time as an Hypnotherapeutic Procedure 


The fashion in which the patients made their fantasies a part of their 
reality life was in keeping with the ordinary natural evolution of spontane- 
ous behavior responses to reality. It was not in compliance with therapeutic 
suggestions nor did it seem to derive even indirectly from anything other 
than the patients’ responses to their realities. Furthermore, their behavior 
was experienced by them as arising within them and in relation to their 
needs in their immediate life situation. 

Thus, Patient A vaguely wondered about his next appointment with the 
writer and acted on a sudden impulse to ask for a raise in salary, which, in 
turn, led to a series of events. Patient D did not leave the parental home for 
the cogent reasons she had discussed with the writer but because she wanted 
to make a dress she wished to wear. And Patient E responded to her fanta- 
sies by searching blindly for a bathing suit that met unconscious needs re- 
lated to her distant past. So it was with the other two patients. 

The kind of fantasies by which the patients achieved their goals is of 
marked interest and significance. They were not of the elaborate grandiose 
type that one commonly has when fantasying consciously about one’s wishes. 
They were fantasies in keeping with their understandings of actually attain- 
able goals. For example, Patient A was pitifully modest in wishing for “just 
fair” health. Nor did he think of winning a fight, but hoped to be able to 
“take a licking like a man.” Patient B’s thinking did not center around 
visions of receiving one promotion after another but dealt with the hum- 
drum realities of packing and moving. Patient C validated her fantasies in 
terms of a reality scar and her father was just a man with a “funny-looking 
tooth.” And Patient D saw herself in her fantasy not as a star in the enter- 
tainment world but as a happy guest at a friend’s wedding. 

So it was with all the fantasies about the future experienced by these 
patients. There was no running away of the imagination but a serious 
appraisal in fantasy form of reality possibilities in keeping with their under- 
standings of themselves. 

To speculate upon the question of why and how “‘time projection” proved 
to be an effective therapeutic measure for these patients is difficult. One can 
hardly do more than to draw parallels with experiences common in everyday 
life. For example, advertising and salesmanship utilize extensively appeals 
that stimulate fantasies of the future. An example more closely comparable 
to the above case reports is that of writing, after much indecision, a letter 
accepting a new position. Once it has been written, even though not yet 
mailed, there develops immediately a profound feeling that the die has been 
irrevocably cast. There results then a new psychological orientation of com- 
pelling force, effecting a new organization of thinking and planning. The 
writing of the letter constituted an initiation of action, and, as was men- 
tioned earlier, an action once initiated tends to continue. 

For these patients, apparently, the establishment of a dissociated state in 
which they could feel and believe that they had achieved certain things of 
benefit to them, gave to them a profound feeling of accomplished realities 
which, in turn, resulted in the desired therapeutic reorientation. 
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Trance and Transference 
by 
Joun G. WATKINS, PH.D. 


In a recently published contribution Ellis (1) reported the therapeutic 
leverage which could accrue from the threat felt by patients resistant to 
hypnotic trance. He pointed out that the fear of entering trance often forced 
the uncommunicative patient to divulge material of therapeutic value 
previously retained. In this paper he stated that “the natural curiosity” 
of the therapist to insist upon hypnosis eventually to explore the nature of 
this resistance was not gratified. Ellis suggests that the resistance of these 
patients to being hypnotized stemmed from transference reactions to the 
therapist, as for example, disturbances related to the father figure. 

This writer has had similar experiences in which the subjects resisted 
trance and then, apparently under the threat it posed, went ahead to make 
valuable gains. A few years ago a young aviator asked for an interview and 
discussed the following problem. He needed a certain log book to prove his 
right to a pilot’s licence. This log book, which contained a record of his 
flying time, had been lost for over four years and could not be located. He 
had read that people can be induced to remember past situations under 
hypnosis and desired to be hypnotized for this purpose. He responded posi- 
tively to suggestibility tests, however, there was profuse sweating, anxiety 
and resistance at the actual induction of trance. An appointment was made 
for him to return the following day and continue the work of trance induc 


tion. The next morning the writer received a phone call thanking him for. 


his valuable help and reporting that the memory of where the log book had 
been placed had returned shortly after the previous day’s session. The book 
was found in this place. It may be surmised that the subject’s profuse thanks 
at the “help” masked an equally deep sigh of relief that an hypnotic trance 
with its threatening transference fantasies had been avoided. 

In a previous contribution this writer (8) discussed trance-inducing tech- 
niques with limited attention to the unconscious needs of the hypnotist or 
the dynamic situation existing in the hypnotic interpersonal relationship. 
These technical devices have also been well described in a number of recent 
books on hypnotherapy and hypnoanalysis (6, 7,9) and are rather generally 
known and employed by professional clinicians in the area. 

Valuable as knowledge and experience in the techniques of trance induc 
tion are their limitations for many patients have been reported by various 
investigators. Why trance cannot be induced in a given patient or perhaps 
can be induced to a light degree only is as yet unanswered. Perhaps the 
psychology of the hypnotist and that of the hypnotic relationship has re- 
ceived inadequate attention. 

It is proposed here to extend the conception of hypnosis itself to the thesis 
that essentially trance and transference are the same. This implies that the 
manner in which a patient enters or resists trance is representative of the 
transference attitudes related to past significant, usually parental, figures. 
The patient unconsciously perceives the hypnotherapist in the light of his 
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Trance and Transference 


experience with such a past person and reacts with the customary character- 
istic manner or defense pattern previously developed to deal with that 
individual. This manner of reacting, passive, surrendering, active, hostile, 
stubbornly resistant, partially relaxing, etc. is shown in his behavior while 
entering and while under trance. It is also somewhat dependent upon the 
attitude and manner of behavior of the hypnotist. Some of us are aggressive 
hypnotists, others more passive. The induction of trance is therefore not 
largely a matter of technical manipulation but more a problem of under- 
standing and interacting in an intimate inter-personal relationship situation. 

That different subjects require different operator-attitudes is unquestioned. 
A dominating aggressive manner will cause one person to fall into a somnam- 
bulistic state while another requires the soft persuading voice. Ferenczi (3) 
has used the terms “mother hypnosis” and “father hypnosis” to describe 
these different approaches. Since our manner and behavior when we induce 
trance in subjects is largely unconscious and characteristic of our own per- 
sonality it might be well questioned whether we generally know what we 
are doing when we hypnotize. 

A true science of hypnotizing must be based on a deep and intimate know- 
ledge of the personality structure of the patient, his transference needs, ego 
defenses and the cathexes (press-valence) ) of these factors. It would further 
require that the hypnotist be quite aware of his own counter-transference 
needs, role abilities and limitations. Such a knowledge of both subject and 
hypnotist is never achieved, although with extensive psychological study of 
the patient through projective tests and interviews the first objective may 
be approached; and with intensive personal therapy (analysis or its equiva- 
lent) the second condition may be better controlled. 

In the course of intensive analytic treatment the patient transfers onto his 
therapist and external associates different earlier needs and defenses pro- 
gressively. At different levels of the treatment his manner or reaction to a 
parental figure, for example, may vary from ignoring, hostility, erotic love, 
to oral dependency. As successive layers of drive and defense are penetrated 
the different reactions unfold and become manifest. 

Similarly the initial reaction to the induction of trance also exhibits the 
defenses relating to the most significant, or one of the most significant, prob- 
lems of the patient. The manner of behavior — as Reich would put it (5) 
the “character” defense — becomes manifest at this time. If the patient needs 
to struggle against passivity demands and has solved this by attempting to 
control all his interpersonal situations, he will find it unacceptable to place 
himself in a passive state for the induction of hypnosis. He will perceive the 
situation as a mastery contest between himself and therapist. He may then 
be willing to undertake only self hypnosis with a minimum of suggestion 
and interference from the therapist. In such a case hypnosis is possible only 
it the therapist plays the role required — or adequately senses and interprets 
to the patient his defensive needs. In the latter instance the intensity of the 
relationship and the skill of the therapist’s interpretive technique will deter- 
mine whether the construction presented to the patient will be accepted or 
rejected. The successful resolution of this need at the surface level by inter- 
pretation may permit the therapist to induce trance which could not previ- 
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ously be attempted. Or it may enable the therapist to use a trance-induction 
approach which is more natural to him and his own needs. Perhaps previ- 
ously trance could have been induced only if a role to which that therapist 
was unsuited had been adopted. 

In a similar way a passive-receptive attitude by the patient may fit him 
for the employment of dominating trance-induction attitudes because this 
passive-receptive manner is the patient’s characteristic way of dealing with 
a feared parent figure. He disarms by acquiesence. Such an attitude wil] 
assist the therapist in inducing trance up to a certain degree of depth but 
may demonstrate its resistance nature in the patient’s inability to achieve 
deeper trance states when the original parental fear, which lies at a greater 
unconscious (trance) depth, is approached. This resistance may also be 
manifested by an inability of the patient to utilize and ego-integrate the 
material which he does produce while under such a state. The skillful 
hypnotherapist will take cognizance of the advantages and limitations of the 
trance so induced and will secure the maximum therapeutic benefit which 
is possible with it. He will furthermore recognize when that particular 
trance state, induced in that way, and representing that layer of defense or 
drive, has outlived its usefulness and must be superceded by a new and 
differently structured relationship which requires a different hypnotist role. 

If the reactions to trance are indeed transference phenomena then it might 
be expected that these would be displayed differently at deeper levels of 
trance. Why should we assume that the role most effective in inducing the 
hypnoidal state if continued will also bring about the medium or deep 
trance states? Perhaps many of our patients whom we report as being able 


to achieve only a light hypnosis are responding accordingly because we have. 


provided the adequate transference role for them only at the top levels. Our 
own personality traits and counter-transference needs did not permit us to 
change our approach. As soon as the patient’s transference needs changed 
we were not perceptive of this and failed to adapt to the role-change essential 
to deepen his state. The following case illustrates well this situation. 


The subject, a young intern in clinical psychology, was one of several who 
had volunteered for a seminar in hypnotherapy. She had previously reported 
that she had been lightly hypnotized by a colleague who was quite permissive 
in his attitude toward her but that she could not attain a deep trance. The 
hypnotist began the hypnotic session by suggesting that she close her eyes 
and “go down” as deeply and as far as possible by herself, informing him 
when she was unable to enter hypnosis any further. After a few minutes she 
reported that she could descend no further—that she felt a kind of resistance. 

The hypnotist next began a group of suggestions characterized by their 
sweet and persuading quality — seductive in nature. She was given “per- 
mission” to deepen her trance. The pleasurable advantages were presented. 
The tone of the voice was deliberately made velvet-erotic. The patient then 
went into a state in which she could manifest the phenomena customarily 
associated with a medium trance. Again the subject reported that new resis- 
tance had become operative. Even the suggestion that she was walking down 
stairs met with the fantasy of descending to 150 steps and being forced back 
up to 140, trying again through resistance to penetrate to a deeper level, 
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Trance and Transference 


being unable to do so, etc. 

At this point the hypnotist again altered his attitude and played the role 
of the dominating, aggressive, brutal, masculine figure. The patient was 
ordered to go more deeply. No resistance was countenanced. “You will go 
down.” The voice was made deep, rough, loud and determined. The patient 
then entered a state of deep trance where the eyes could be opened and 
visual hallucinations could be produced. 

The change of role of the hypnotist was made without conscious know- 
ledge of the personality structure or dynamics of the subject, and with only 
slight acquaintance. Unless we postulate that something in “the third ear” 
gave him the cues as to the proper change of role we must assume that these 
resulted only from fortunate chance. 

There is much to indicate though that the roles we assume (if our personal 
dynamic structure permits of them) in any interpersonal relationship do not 
occur by chance but by the subliminal unconscious cues which we and the 
related person exchange. Unconscious speaks to unconscious. The sadist and 
the masochist manage to find each other. The thief and he who needs to be 
stolen-from have an amazing proclivity for meeting and sensing each other’s 
needs with little verbal communication. The masculine-aggressive female 
finds her willing prey in the feminine-dependent male who seeks her in those 
places she is most likely to be found. 

So also must it be in the hypnotist who succeeds because his own dynamic 
needs and defenses complement those of his subject. 

During the time that the above experiment took place the hypnotist was 
himself in analysis. The various counter-transference needs which made it 
possible for him to adopt the respective roles of the permissive one, the 
seductive one and the erotically aggressive (phallic-sadistic) one became 
quite clear. These represented different levels of transference to feminine 
figures. Sufficient working-through had been done on their defenses to permit 
of his consciously adopting the respective roles without anxiety. It could be 
inferred that unconscious need-cues from the subject of a complementary 
nature guided the hypnotist’s assumption of these various roles in turn and 
thus enabled the intimate relationship of deep trance to be achieved by an 
individual who had previously been a poor hypnotic subject. 

At this point it might be suggested that the more a hypnotherapist has 
worked with the unconscious, both his own and those of other people, the 
less he needs the formal deep trance state for the intimate understanding of 
his patient. His own unconscious resonates most accurately — or shall we say 
with less distortion — to that of his patient. He introjects the unconscious of 
his patient and tests it with his own ascertaining the respective needs and 
defenses. He then almost intuitively adjusts his responses and attitude to the 
patient in line with the principle of that which is best for his patient’s, not 
his own, needs. 

The hypnotherapist or hypnoanalyst considers the state of trance as the 
medium within which he secures his therapeutic leverage. The psycho- 
analyst terms the condition in which his gains are made the state of trans- 
ference. The hypnotherapist employs the trance state as a condition in which 
his suggestions can be more effectively made or revelations of internal con- 
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flict induced. Yet, similarly the analyst could —if he so chose — utilize the 
strong positive transference state as a medium for more effective therapeutic 
suggestions. Analysis however requires that he dissolve this state through the 
interpretation and working-through of its meaning. To the extent that he 
uses this relationship-state to elicit understanding of his patient he is em. 
ploying it similarly to the hypnoanalyst’s employment of trance. 

The successfully completed analysis assumes the resolution of unconscious 
transferences to the analyst and other persons. Such a resolution can hold 
true in hypnoanalysis. A young hysterical patient (globus hystericus) treated 
by the writer hypnoanalytically progressively lost his hypnotizability as his 
latent homo-sexual needs were worked through. He no longer needed to 
assume the passive trance state which permitted (and invited) homo-sexual 
assault and in which such fantasies could be enjoyed. 

We have considered examples of the operation of transference in that 
state which we call hypnotic trance. The hypnotist has not always been 
aware that he is dealing with transference. Likewise, in the usual or tradi- 
tional analytic treatment the psychoanalyst has not been aware that hyp 
notic trance also exists. The psychoanalyst, following the tradition of 
Freud’s rejection of hypnosis, often affirms that he does not use it in his 
treatment. And consciously he does not. However, let us consider the con- 
ditions that obtain in the analytic situation. 

The patient reclines on the couch and external distracting stimuli are 
removed — as in hypnosis. He is encouraged to turn his attention inward, 
to relax his conscious ego defenses, and to permit the seeping through of 
pre-conscious, and ultimately unconscious, material. The analyst in the 
meantime seats himself comfortably, places himself in a contemplative 
mood, relaxes his own conscious ego defenses and allows the communica 
tions of his patient to impinge upon his own unconscious — or if well 
analyzed, pre-conscious. In this twilight state of interpersonal relationship 
the two people give attention to their innermost feelings, the patient to his 
own, the analyst to both the patient’s and his own. Would the psychoan- 
alyst be horrified if the word “hypnoidal” or “light hypnosis” is used to 
describe the mental states of both parties? 

Trance is essentially a condition in which the ego controls are relaxed if 
light, and in which the controls are almost totally abdicated if deep. The 
difference between the ego states in which the psychoanalyst works and those 
in which the hypnoanalyst functions is a matter of degree of depth, the 
quantitative extent to which ego cathexis has been withdrawn. Their dif 
ference is only an economic one of degree. 

This matter of the cathexis of the ego and the disturbances of such dur- 
ing sleep, depersonalization and estrangement has been given considerable 
study by Federn (2). It has yet received little attention as related to hyp 
noidal and hypnotic conditions, yet it is obvious that the couch-relaxed 
patient (and the chair-relaxed analyst) have withdrawn part of the cath- 
exis of their bodily egos and of some of their ego defenses to permit of 
greater unconscious inter-play. This is characteristic of the hypnoidal and 
lighter states of trance. 


The controversy then is not whether or not hypnotic trance should be 
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Trance and Transference 


used in therapy. It is used by both hypnoanalyst and psychoanalyst. The 
question is what state of consciousness is most effective for a given therapist- 
patient unit at any given time in the treatment: hypnoidal, light, medium, 
deep or somnambulistic and what respectively should be the ego state of 
the patient and the therapist? : 

We might consider this from another viewpoint. How much relaxation 
of ego control is indicated for the best balance of release and integration? 
De-egotization of defense is necessary for the release of unconscious mate- 
rial. Shall it be deeply in somnambulism or lightly on the couch? But ego- 
tization (ego cathexis) is necessary for working-through and integration. 
So we must consider both in what state material can be best elicited and in 
what state it can be best interpretatively imparted. 

The change from the alert highly cathected ego of the typical face-to-face 
interview, through the relaxation on the couch, to the deepest somnambu- 
listic trance is only a dimension of consciousness which can be altered, and 
to a certain degree manipulated, by the therapist. Our handling of the 
trance or transference should be flexible enough to permit maximum bring- 
ing-out of memories, experiences and affects and to afford the greatest 
possible egotization or integration of that which has been elicited. Viewed 
in this way hypnoanalysis and psychoanalysis tend to merge into a common 
discipline. 

The intuitive understanding of the analytic therapist in reacting to the 
transference needs of his patient creates a semi-trance state in both which 
increases therapeutic communication. This is almost an exchange or merg- 
ing of egos if intensive enough. It enables the therapist to sense the ego 
of his patient as subject as well as object. It gives that deep acceptance of 
the patient which no mere words of reassurance can convey, a reassurance 
so all-accepting that the patient finds much less resistance in divulging 
highly significant and previously threatening material. On the other hand, 
the therapist, who is not afraid of such material (can introject it because 
it will not hurt him) can enter into such an intensive relationship at semi- 
trance levels of listening (and feeling) , excluding not only all external dis- 
tracting stimuli, but also the press of internal personal demands to devote 
himself whole-heartedly to the understanding of his patient. Since the 
therapist’s resistances are less, that which the patient presents strikes a 
bell of therapist insight earlier and requires less of the increasingly-manifest 
repetition which characterizes the emergence of conflict-laden material. 
Furthermore, the understanding of the therapist can be more easily shared 
again with the patient through interpretation since the communication 
both ways encounters less resistance. 

This state of intensity of trance, or transference, in both parties does not 
require too much of formal manipulation and suggestions. The therapist 
almost intuitively acts in those ways which increase patient security and 
deepens the trance (transferences) to the level and intensity most proper 
for the patient at that time. Thus he presents minimal obstacles to the 
understanding which permits the patient to go as deeply as he is capable. 
On the other hand, he does not attempt by over-powering suggestion 
(psychic rape) to force his patient into a deep and intimate communica- 
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tive state which is beyond the tolerative resources of the patient's ego with. 
in the relationship setting that obtains at that moment. 

To such an optimum interactive relationship all therapists aspire. Yet it 
becomes only an abstract ideal toward which we may move. Hypothetically 
the perfect therapist-patient relationship would reduce to zero the resist. 
ances without abdication of the ego. Something of this intensive state has 
been discussed by Whitaker and Malone (10) although without relating it 
to hypnotic trance. 

The more intense the relationship the more the counter-transferences of 
the hypnotherapist are elicited. It becomes increasingly incumbent on him 
that he be assured that his hypnotic techniques not become a medium for 
the unconscious gratification of personal fantasies, power, erotic, aggressive 
or other. 

Hypnosis cannot be divorced from other approaches to treatment —or 
they from it. Any comprehensive theory of the hypnotic states must be per- 
tinent to all forms of psychotherapy which aim at the understanding and 
re-integration of unconscious material. 

When the hypnotherapist speaks of trance and the psychoanalyst dis- 
cusses transference they are describing the same class of phenomena. Yet 
while the hypnotherapist is often unaware he is dealing with transference, 
the psychoanalyst is often equally oblivious to the fact that he is interacting 
with his patient in a light trance ego state. The understanding of these ego 
states could be shared if more workers in each field would increase their 
interpersonal relationships and break down the resistances to communica- 
tion through inter-study and inter-experience. Perhaps a re-examination of 
the entire problem of ego states and hypnotic trance is due. This requires 
the joint participation and research of both those who have approached the 
study of the unconscious from the side of trance and those who have ex- 
amined it through the medium of transference. After all it was Freud who 
wrote (4) “It is very probable too, that the application of our therapy to 
numbers will compel us to alloy the pure gold of analysis with the copper of 
direct suggestion; and even hypnotic influence might find a place in it 
again as it has in the treatment of war neuroses.” 


References 


1. Ellis, Albert, “Reactions of Psychotherapy Patients Who Resist Hypnosis,” J. of Clinical 
and Experimental Hypnosis, July, 1953, Vol. 1, No. 3. pp. 12-15. 
2. Federn, Paul, (Edoardo Weiss, Editor) , Ego Psychology and the Psychoses, N. Y., Basie 
Books, 1952. 
3. Ferenczi, Sandor, Further Contributions to the Theory and Technique of Psychoanalysis, 
London, Hogarth, 1926. 
4. Freud, Sigmund, “Turnings in the Ways of Psychoanalytic Therapy,” pp. 392-402 in 
Collected Papers, Vol. II, N. Y., Hogarth Press and the International Institute for 
Psychoanalysis, 1948. 
. Reich, Wilhelm, Character-Analysis, N. Y., Orgone Institute Press, 1949. 
Rosen, Harold, Hypnotherapy in Clinical Psychiatry, N. Y., Julian Press, 1953. 
. Schneck, Jerome M. (Editor), Hypnosis in Modern Medicine, Springfield, Ill., Charles 
C. Thomas, 1953. 
. Watkins, John G., Hypnotherapy of War Neuroses, N. Y., Ronald Press, 1949. 
. Wolberg, L. R., Medical Hypnosis, Vols. I gy I1, N. Y., Grune and Stratton, 1948. 
. Whitaker, Carl A., & Malone, Thomas P., The Roots of Psychotherapy, N. Y., Blakiston, 
1953. 


oe em 


290 





de 


p 
d 
k 


i} 


i le i 


History-taking and Physical Examination 


in Relation to Subsequent Hypnosis 
AINSLIE MEarEs, M.B., B.S., B.Acr.Sc., D.P.M. 


Melbourne, Australia 


The possibility of treatment by hypnosis often arises quite early in our 
dealings with a patient. Hypno-analysis may be suggested by the referring 
physician’s account of the patient, or simply by our first impressions. A 
definite decision on the matter will not be reached until a good deal is 
known about the patient, but while there is the possibility of later treat- 
ment by hypno-analysis, the initial interview can be structured in such a 
way as to facilitate the subsequent induction of hypnosis. If it so happens 
that hypnosis is not required, then nothing is lost. 


Rapport 

During history-taking, under most circumstances, it does not matter very 
much if the patient’s resentment is aroused. Ordinarily the situation can be 
handled quite easily in psychotherapy. But with hypnosis it is different. 
During the induction, the patient’s hostile feelings become manifest as re- 
sistances, and motivate the production of various defences, and hypnosis 
becomes so much the more difficult. To avoid this, history-taking needs to 
proceed slowly, and potentially traumatic areas are not explored until the 
affective relationship with the therapist is such that resentment is not likely 
to be aroused. 

The situation becomes rather more complex with the ventilation of ag- 
gression. During history-taking it is usually wise to allow the patient to 
ventilate what aggression he will. Sometimes a transference situation devel- 
ops and the patient is venting on the therapist the aggression he feels for 
some other person. In waking psychotherapy this is a situation which can 
be exploited to the patient’s advantage; but if hypno-analysis is contem- 
plated, such negative feelings make passive hypnosis difficult as the patient 
tends to punish the therapist by not fully co-operating. If such a situation 
does develop, it is obviously wise to defer hypnosis until the negative trans- 
ference has been resolved. With the possibility of hypnosis in view, such 
negative transference situations are best avoided. This means that when 
aggression is aroused, the therapist immediately sides with the patient, and 
together they express aggression towards some third person. By this means, 
the danger of the patient developing negative feelings towards the therapist 
is circumvented. 

Rapport is essentially a dynamic relationship which varies both in quality 
and degree. If there is a possibility of using hypnosis, it is important to 
establish that type of rapport which will be of most value in the induction. 
In contra-distinction to suggestive hypnotherapy, hypnoanalysis as a gen- 
eral rule requires passive induction. This necessitates that type of rapport 
in which trust is an important feature. Without such trust the patient is 
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unable to abandon himself sufficiently. He is unable to let himself go. Up. 
conscious defence mechanisms come into play to prevent him relinquishing 
voluntary control. 

It is common experience that, if we offer trust to someone, they in tum 
are likely to trust us. The therapist who tries to present himself as infallible 
and near omnipotent to an intelligent patient, cannot obtain the type of 
rapport which we desire. The normal humility of one who is aware of his 
own shortcomings, together with the admission of some minor failure ina 
field not related to the patient’s illness, is much more likely to obtain the 
trust of a critical patient. Any loss of prestige from the admission of infalli- 


bility is more than compensated by the improved emotional relationship 
with the patient. 


Screen Symptoms and Holding Back 


During history-taking, patients often have a tendency to consciously hold 
back from disclosing the real nature of their worry. There is almost always 
a little delay before a psychologically significant conflict is mentioned. The 
patient feels the need to get to know the doctor before he can dicuss inti- 
mate matters. This is the normal procedure of waiting for the establishment 
of rapport. But sometimes this delaying or holding back, is prolonged by 
the patient as a defence against the hurt of disclosing guilt ridden conflicts. 
to aid the holding back, it is not uncommon for the patient to present 
screen symptoms which hide the real worry. The screen symptoms may be 
factual and very convincing, and the therapist may be led into believing 
that he has a full account of the patient's difficulties. 

In waking psychotherapy, these screen symptoms with the holding back 


of the real worry are not very important. In the next or some later session, ° 


the conflict is disclosed, and other than prolonging treatment, no great harm 
is done. With hypno-analysis, the danger lies in proceeding to the induction 
of hypnosis while the patient is still consciously holding back. Induction by 
passive methods requires a real, voluntary abandonment of the self. If the 
pattern of holding back is allowed to develop in history-taking, it is found 
to persist in the induction. The patient holds back; he does not let himself 
go; there is no real abandonment; hypnosis is delayed. 

Experience suggests that this mechanism accounts for quite a high pro 
portion of difficulties and failures of passive induction. The answer to the 
problem is formation of good rapport with plenty of time for adequate 
history-taking. 

When it is thought that the patient may be holding back and presenting 
screen symptoms, there is a temptation to tax the patient with direct ques 
ions. This is to be avoided if hypnosis is contemplated because of the danger 
of arousing hostile feelings towards the therapist. Instead, it is a good plan 
to postpone further history-taking and proceed to the physical examine 
tion of the patient. There is no doubt that the symbolic significance of un 
covering the body makes the uncovering of the mind so much the easier. 
The examination can be thorough and leisurely. Pauses can be made to 
resume the discussion of the history. Very often under these circumstances, 
the patient will completely unburden himself. 
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History-taking and Physical Examination 
Abreaction 


Clinical observation suggests that abreaction during history-taking facil- 
itates subsequent hypnosis. It seems that abreaction is a letting go. It is an 
abandonment of one’s self to one’s emotions. There is no pretense about 
real abreaction; it is an open admission that the defences are down. It 
seems that a letting go in one area paves the way for letting go in another, 
and so facilitates passive hypnosis. 

There is another factor. The patient abreacts in the company of the thera- 
pist. He abreacts with the therapist. This has the quality of a shared emo- 
tional experience. There is a bond between those who share emotional 
experiences. This bond strengthens rapport, and enhances the element of 
trust which is important in the passive induction of hypnosis. 

The conclusion is that the interview should be so structured as to give 
the patient every chance to abreact. This is helped by reducing the emo- 
tional distance between patient and therapist. The therapist comes closer 
to the patient; he is prepared to enter into the patient’s emotions with him 
if need be. 

Surrender 


The passive induction of hypnosis requires an element of surrender. This 
is a lot more than the idea expressed in the commonly used phrase, “I put 
myself entirely in your hands, Doctor.” It is more than the giving way of 
abreaction, and more than the disclosure of one’s real worries without hold- 
ing back. It is the surrender of voluntary control, the surrender of the self. 

The history-taking is arranged to make this surrender as easy as possible. 
Direct questions are avoided. Everything is done to facilitate the voluntary 
surrender of information. The patient is led to difficult ground by oblique 
reference or gesture. It is left to him as to whether or not he ventures on 
to it. If the invitation is declined, the interview proceeds wtih less trau- 
matic material, rapport is strengthened and later the patient is led back 
to the difficult ground. By these means the invitation to surrender is always 
kept open. 

By its symbolic significance, the physical examination may be used to 
enhance the idea of surrender. The patient offers himself for examination. 
He uncovers his body. His body is exposed. The secrets of the body are 
surrendered. Symbolically, the patient surrenders more than his body, he 
surrenders his self, his ego. This symbolic surrender has the effect of allowing 
an €asy transition to the real surrender of ego control in passive hypnosis. 

When hypnosis is contemplated, the physical examination needs to be 
conducted in such a way as to allow these mechanisms full scope, so that 
they can operate to the best advantage of the patient. The passivity of the 
physician is important. The more the patient is allowed to take the initi- 
ative in uncovering himself, the better. This takes time. The examination 
must be unhurried. Non-verbal and extra-verbal communication with the 
patient is more effective than verbal, because the patient is allowed greater 
liberty in interpreting the ideas conveyed. He is given the opportunity to 
make symbolic surrender, he is not forced into it. 
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Automatic Movements 


The establishment of automatic movement in the limbs is often used as 
a means of inducing hypnosis, or later, as a means of increasing the depth. 
During the initial interview, quite a lot can be done to accustom the patient 
to the idea. A casual comment about the automatic nature of the cardiac or 
respiratory movements brings the matter to the patient’s mind. During the 
physical examination, there is a good opportunity to strengthen the idea, 
When the knee jerks are being elicited, the patient is told, “You don’t move 
your leg, it just moves itself.” The procedure is repeated several times in 
a leisurely manner. The same is done with the tendon reflexes of the arm, 
By this means the patient is initiated into the idea of his limbs moving 
without his conscious control. Induction of hypnosis by arm levitation js 
only a continuation of the same process. 


Prestige and Authority 


If it so happens that, instead of hypnoanalysis, there is a likelihood of 
treatment by hypnotic suggestion, the whole situation is different. It is 
probable that hypnosis will be induced by an active, authoritative tech. 
nique instead of the passive methods used in hypnoanalysis. The initial 
interview will take on quite a different character. From the very beginning, 
the patient must be accustomed to the therapist’s authority, and must be 
accustomed to obeying the therapist’s commands. 

Prestige becomes important, the humility of the thoughtful physician 
gives place to the confidence of the healer. Accounts of past successes are 
brought into the conversation, indirectly at first, then more directly a 
prestige rises. In this form of treatment, it is very much in the patient’: 
interests that the therapist should not underrate himself. His confidence 
need not be flamboyant, but it must be absolute, and what is more impor- 
tant, the patient must be aware of it. 

The building up of prestige in this manner is done gradually. It isa 
similar process to the graded suggestions in the induction of hypnosis. If 
the process is expedited too much, the patient suddenly rejects the sugges- 
tions of prestige. He becomes critical, and looks upon the therapist merely 
as boastful and foolish, and the whole process breaks down. 

As the patient tolerates mildly authoritative attitudes, the degree of 
authority is continually increased. The history is demanded. As the demands 
are met, greater demands are made. Even when the patient would spor 
taneously relate his history, the demanding attitude is still maintained. 
By this means, submissive attitudes on the part of the patient are facilitated 
and all the time he is becoming more and more accustomed to obeying the 
therapist’s command. 

Prestige is further increased by the symbolic implications of physical 
examination. The symbolic surrender of physical examination has a specific 
element in it. The surrender is to the examining physician. Consequently 
the status of the physician is raised in relation to that of the patient, In 
the patient’s eyes the physician becomes exalted. He is powerful, he has the 
power to heal, he is nearly omnipotent. 
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History-taking and Physical Examination 


Summary 


The history-taking and physical examination of the initial interview can 
be so structured as to facilitate the subsequent induction of hypnosis. Rap- 

rt is established, and negative transference feelings are not allowed to 
develop. There must be no holding back or hiding of the real complaint 
with screen symptoms. Physical examination is a symbolic surrender and 
paves the way for the real surrender of passive hypnosis. If induction by an 
active method is anticipated, authoritative attitudes are introduced into 
the history-taking and physical examination. 
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A Comparison of Hypnotic and Waking Recall 


ALDEN B. SEARS 


University of Denver 


Since the early days of scientific hypnosis, there have been many claims | 
made as to the additional recall of facts or observations while the subjects | 
are hypnotized. These claims have varied from a complete re-integration of 
the past to the other extreme that while under hypnosis the subject fabri- 
cates what the hypnotist wants him to say to the neglect of what was 
actually in the past. There have been many clinical indications which seem 
to show that recall under hypnosis is significantly superior to recall in the 
waking state. 

Stalnaker and Riddle (2, page 111) conducted an experiment on the 
comparative recall of university subjects from material which had been 
learned one year previously. Advantage of recall while under trance condi- 
tion over conscious condition was 64.86%. When using material of low 
emotional content, Huse (3) found there to be no variance between the 
two states in the degree of recall. Hull summarized three wholly inde. 
pendent experiments; all of these indicated that the threshold for mem- 
ories of recently acquired material is no better, that if anything, a little 
worse in the trance state than in normal waking condition. Hull concludes 
his summary of these experiments (2) with the statement “that hypnosis 
should produce a lowered threshold for remote memories and no such 
lowering for relatively recent memories is distinctly paradoxical.” 

In this study in order to avoid either extreme of the controversy, the 
Null Hypothesis was used, stated thus: “Hypnosis will have no effect on 
either immediate or delayed recall.” 


Experimental Design 


An experimental design was needed which would provide a comparison 
of hypnotic and conscious recall under the following conditions: immediate 
recall, delayed recall and recall after the introduction of similar material 
to test retroactive inhibitions. At the same time, it seemed desirable to see 
whether or not a post-hypnotic direction to observe and remember would 
affect the recall. 

The experimental design was set up as is shown in Table I. Groups | and 
2 received the posthypnotic direction to observe and remember at the begin- 
ning of the first session; while Groups 3 and 4 were taken in to observe 
the tabletop setups with the same instructions, but without the posthyp- 
notic suggestion to observe and remember. Groups | and 3 observed setup ! 
(See Appendix I) while Groups 2 and 4 observed setup II (See Appendix 
Il) . Thus, an endeavor was made to balance out any difference in the setups 


‘This paper was presented as partial requirement for the M.A. degree from the Department 
of Psychology, The University of Minnesota. 
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Table I 
Ist Session 2nd Session 3rd Session 4th Session 
ims Observation of A B 
Post-hypnotic obser- Setup II 
eo vation of Setup I (no p-h suggestion) 
1 of 
bri Waking recall of Waking recall Waking recall Waking Waking 
t Setup I Setup I Setup II recall of recall of 
was Setup II Setup I 
em , P 
h Hypnotic recall of Hypnotic recall Hypnotic recall Hypnotic Hypnotic 
le Setup I Setup I Setup II recall of recall of 
Setup IT Setup I 
the 
een 
adi- 
low Observation of 
the Post-hypnotic obser- Setup I 
4 vation of Setup II (no p-h suggestion) 
1de- 
em: Waking recall of Waking recall Waking recall of Waking Waking 
ttl Setup II Setup II Setup I recall of recall of 
tule Setup I Setup II 
ides 
Osis Hypnotic recall of Hypnotic recall Hypnotic recall of Hypnotic Hypnotic 
Setup II Setup II Setup I recall of Tecall of 
uch Setup I Setup II 
the 
* Observation of Post-hypnotic 
Setup I observation of 
(no p-h suggestion) Setup II 
Waking recall of Waking recall Waking recall of Waking Waking 
Setup I Setup I Setup II recall of recall of 
son Setup II Setup I 
ate Hypnotic recall of Hypnotic recall Hypnotic recallof | Hypnotic Hypnotic 
rial Setup I Setup I Setup II recall of recall of 
see Setup II Setup I 
uld 
and Observation of Post-hypnotic 
zin- Setup II observation of 
wis (no p-h suggestion) Setup I 
yp Waking recall of Waking recall Waking recall of Waking Waking 
ay Setup II Setup II Setup I recall of recall of 
P Setup I Setup II 
dix 
ups Hypnotic recail of Hypnotic recall Hypnotic recall of Hypnotic Hypnotic 
Setup II Setup II Setup I recall of recall of 
aa Setup I Setup II 
1 
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themselves. The subjects were immediately asked to write out all 

could remember, first in the waking state, and then after being put into, 
hypnotic trance by counting. A week later, the subjects were asked again 
to write what they could remember consciously, and again in the hypnotic 
state after being placed in the trance by counting. Then, the third week, 
the subjects were given the other setup to observe and the method wa 


reversed, that is, Groups 1 and 2 observed the setups with no posthypnotic | 


direction, while Groups 3 and 4 had the posthypnotic direction to obserye 
and remember. The fourth week, the subjects were asked to write out what 
they could remember of the setups viewed the previous week, consciously 
and while under hypnosis. Immediately after this they were asked to write 
out what they could remember of the first setup which had been observed 
three weeks previously. This writeup was done both in the waking state and 
again under hypnosis. 

An endeavor was made to use material that had no “emotional” content, 


but rather that it should be material which one would ordinarily see ina 
non-emotional situation. 


Method 


Each person had previously been checked as to their ability to go into 
a medium trance state according to the Davis and Husband Scale (4). They 
were further checked after the primary induction to see if they could go 
into this degree of trance on counting to ten. In all cases where posthyp- 
notic direction was indicated (See Table I) the subject was seated ata 
table across from the experimenter. He was placed in a medium trance 
state by counting and while in the trance state was told, “You will have 
just 30 seconds to observe them, so observe them carefully and remember 
all that you see.” He was then awakened and taken into another room 
where he was allowed to look at the appropriate table-top setup for 30 
seconds. He was then returned to the first room and asked to write out all 
objects remembered, giving name, description, color, and the object's loca 
tion on the top of the table. He was given all the time he desired. When 
the subject had finished writing his list consciously, the list was removed. 
The subject was then placed in a hypnotic trance by counting and was told 
that he would be able to see the tabletop that he had seen before, and was 
to write out a list of the objects, with their descriptions, color and loca 
tions. The same exact instructions were given to the subjects who did not 
observe under posthypnotic direction, except that they were not hypnotized 
first. This direction was given them in the waking state. 

A week later the subjects returned and were asked to write out a descrip 
tive list of what they remembered. This was again followed by the hypnotic 
recall as stated above. The remainder of the experimental design (See 


Table I) was followed by the use of waking and hypnotic recall following 
the above pattern. 
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they Analysis and Discussion 
Nto a 
again The papers of each individual were graded against a score sheet (Ap- 
otic | pendices 3 and 4) and a point given for name, description or color, location, 
week, | and any additional information (classed as plus points on score sheet) . The 
| we total for each paper is given in Table II. 
Notic 
Table II 
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what 1. $8 50 39 658 51 58 47 51 2 $1 
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WTite 3. 42 65 50. 58 50 80 30 = 62 16 49 
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et 8. $6 38 S23 44 47 34 «6330 2 2 
=n 9. 39 40 19 20 28 38 19 33 1717 
10. 23 22 19 21 5] me 35 38 a 6 
il. 32 36 30 8636 S232 19 19 28 26 
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into 13. 24 27 28 32 49 51 44 43 23 25 
They 14. 26 25 16 25 Si oS 10 22 16 19 
| go 15. 36 ©6339 $5 35 42 48 ys ie a2 
h 16. 24 30 21 = 3i $1.01 8 27 17-23 
YP 17. 5458 45 43 46 46 22 33 42 45 
ata 18. 30 32 24° 27 33 32 i420 182i 
ance 
have 19. 31 45 34 637 51 57 28 39 $3 39 
be \ 20. 29 42 52 «51 30. 82 19 28 48 50 
wer 21. $5 37 $341 60 62 59 62 40 39 
bom | 22. 31 30 29 38 29 $2 12 18 26 28 
r 30 23. 38 8635 36 6355 42 42 S238 $2. Sil 
t all 24. 19 17 15 18 33 ©6334 26 «28 15 17 
joca- | ; : 
nie If we consider the results as a whole, there was an average gain of 5.01 
ai points per individual in recall under hypnosis as compared with waking 
“ | recall. This is broken down in several ways as follows: 
old | . : ; : 
ws 1. There was a consistent gain of hypnotic recall over waking recall 
(comparison of group means) : First session, 3.81, Second session, 4.96, 
= Third session, 8.92, Fourth session A, 7.59, and Fourth session B, 4.75, 
= as shown in Table III. 
ized 
| Table Ill 
rip- First session (Column 2-Column 1) (38.79-34.88) 3.81 
otic Second session (Column 4-Column 3) (36.63-31.67) 4.96 
(See Third session (Column 6-Column 5) (43.71-34.79) 8.92 
rin 
Ing Fourth session A (Column 8-Column 7) (34.63-27.04) 7.59 
Fourth session B (Column 10-Column 9) (31.71-26.96) 4.75 
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2. In order to compare the results of observation under posthypnotic 
suggestion with those made with no posthypnotic suggestion, Groups 
| and 2 first session were combined with Groups 3 and 4 third session, 
These were compared with the results from combining Groups $ and 
4 first session and Groups | and 2 third session. The conscious recal] 
was slightly higher after the posthypnotic suggestion to “observe and 
remember” (39.04—35.63==3.41 comparison of means). Although the 
subjects remembered more under hypnosis, the difference under h 
nosis had dropped (42.37—40.13==2.24 comparison of means). As a 
measure of delayed recall the groups were combined the same way for 
sessions 2 and 4. Here the posthypnotic group showed a slight loss 
(30.08—28.63=—=1.45 comparison of means) on waking recall, and also 
on hypnotic recall (36.21—35.0—-1.21 comparison of means) . 

3. To test the correlation between waking recall and hypnotic recall 
the scores for all individuals in all sessions were graphed and a Pear. 
son’s r run for the group. The correlation between the two recall states 
was .83. The graph showed no extreme scores in the quadrant which 
would indicate high deviation of waking recall over hypnotic recall. 
But there was a considerable scattering of scores in the quadrant indi- 
cating high hypnotic recall as compared with waking recall. This tends 


Table IV 
| + + + + + 
2 + + + + + 
3 + + + + + 
4 + + + + + 
5 + + — + + 
6 + + = 0 - 
7. + + + + 0 
8. — + + _ 0 
9. : + + + 0 
10. 4 + + + + 
ll. 4 + 0 0 — 
12. + + + + 0 
13. + + + _ + 
14. - + 0 + + 
15. + 0 + + + 
16. + + 0 + + 
17. - _ 0 + + 
18. + + _— + + 
19. + + + + + 
20 4 _ + + + 
21 4 + + + - 
22. - + + + + 
23. — _ 0 + - 
24. - + + + + 
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to indicate that there is high correlation between waking and hypnotic 
recall, but if there is deviation from this it will probably be in the 
direction of better comparative recall under hypnosis than the opposite. 


4, As an estimate of retroactive inhibition in both the waking and hyp- 
notic states, Column 9 subtracted from Column 3 shows a loss of 4.71 
average points in the waking recall; and a loss of 4.9 average points 
in the hypnotic recall by subtracting Column 10 from Column 4. Thus, 
there is no significant difference in loss. 


5. Since there were no assumptions of normality made for the group, 
and the subjects placed in the four groups as they come in (first sub- 
ject in Group 1, second in Group 2, third in Group 3, fourth in Group 
4, fifth in Group 1, etc.) it was determined to compare each person 
against himself by the sign test (1, page 247) as given by Dixon and 
Massey. For a given session a plus was assigned if the hypnotic recall 
was higher than the waking recall, zero if they were equal, and a 
minus if the hypnotic recall was less than the waking recall. The re- 
sults of this are shown in Table IV. For sessions 1, 2, 3, and 4a, the 
probability of getting these results by chance was less than .01. For 
session 4b, the probability of getting these results by chance was less 
than .05. Since the probability level of .05 was considered to be sig- 
nificant, the Null Hypnothesis, “Hypnosis will have no effect on either 
immediate or delayed recall” is refuted. 


Summary 


This experiment was designed to test the hypothesis, “Hypnosis will have 
no effect on either immediate or delayed recall.” The subjects were divided 
into four groups, each one receiving a different sequence of hypnotic and 
waking observations along with hypnotic and waking recall. The subjects 
were not matched but were placed in the groups in rotation as they came 
in and thus an attempt at randomization was made. The table-top setups 
were interchanged in observation in an endeavor to balance out any dif- 
ference that may have been inherent in the setups themselves. 

The principal findings were that both immediate and delayed recall were 
better while the subject was in a trance state than when in the waking 
state. Although there was great individual difference in subjects, there was 


consistently better recall under hypnosis than in the waking state, when a 
person is used as his own control. 


This experiment was only intended to test the hypothesis “Hypnosis 
will have no effect on either immediate or delayed recall.” It was shown, 
at the .01 level of probability, that recall is affected and improved by the 
use of hypnosis. However, this experiment was not designed to show either 
the quantity or quality of such improvement. For this purpose it would 
be necessary to use a balanced control group and analyze the data with a 
more sensitive test than the sign test. For this experiment it was deemed 


inadvisable to try using a t-test as the groups did not follow the normal 
curve. 
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NAME COLOR LOCATION PLUS POINTS 
ee beth yellow upper left 
toy train engine black b aor ie a 
toy shoe black left center 
oi van basket epenhen 
fork red left center plastic 
spoon red left center plastic 
block orange lower left 1 inch square 
3 beads blue center he ae 
camera black upper center Ica 
cup white center on card 
auto blue lower center on card 
penny shiny lower center on card 
knife silver lower center on card 
toy shoe black lower center on card 
on card 
iron silver lower center green handle 
green card 
triangular block red right center 
super enlarger 
light bulb white upper right #12 
Wabash 
car green right center 
cat grey lower right blue ribbon 
thimble silver lower right blue ribbon 
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Appendix IV 
NAME COLOR LOCATION PLUS POINTS 
1 bottle Kodak } 
Potassium Chrome brown upper right yellow label 
Allum | 
4 beads blue right center ee 
cup white lower right | 
screwdriver white handle upper right Sioux City, lowa 
key silver right center Eagle Lock Co. 
card #13 white card 
tree black tree — | 
square block red lower center about | inch sq. | 
spoon red center plastic 
doll red head center print dress 
on card | 
chair brown lower center diamond shaped 
back 
cat grey lower center blue po 
dog white lower left ony 
cup white upper left on card 
thimble silver upper left on card | 
train engine black upper left on card 
cat grey upper left —. 
spoon red upper left = 
button white upper left on card 
car yellow upper center 
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Electromyographic Study of Hypnotic Deafness’ 


Rosert B. MALMO, THOMAS J. BOAG AND BERNARD B. RAGINSKY? 


Allan Memorial Institute of Psychiatry, and McGill University 
Montreal Jewish General Hospital 


Freud (4) believed that similar mechanisms were involved, basically, in 
hysterical and hypnotic phenomena of sensory exclusion. The work of 
Erickson (2, 3) on hypnotically induced deafness, viewed together with the 
recent work of Malmo, Davis, and Barza (9) on hysterical deafness, provided 
some evidence favoring this general point of view. Although Erickson employed 
pneumatic apparatus in an attempt to record involuntary reactions to sound 
in his hypnotically deaf subjects, it is rather difficult to compare his data 
with the physiological study of hysterical deafness. In particular, electro- 
myography is useful in detecting small involuntary reactions, some of which 
are impossible to detect in any other way. The present study was there- 
fore designed as a comparative one, to investigate the question of similar- 
ities and differences between hypnotic deafness and the hysterical phenom- 
ena previously reported. 

In addition, we hoped to secure objective data which would be useful 
in enriching our general understanding of hypnosis and in particular to 
bring data to bear on our working hypothesis: that recorded reactions to 
loud sound under hypnotically induced deafness will differ significantly 
from reactions in waking subjects attempting not to react, and also from 
the reactions in true organic deafness. 


Methods 


Using two subjects selected from a much larger group, we repeated the 
auditory test in the same way in which it had been administered to the 
hysterical subject in the previous study (9). 

Subjects. Both subjects who served in the hypnotic experiments were 
women, psychiatric nurses.* We shall designate them A and B. Ages were 
24 and $5 respectively. A third case, of total middle-ear deafness, served as 
a control subject. The fourth case, Anne, referred to in this paper is the 
case of “total” hysterical deafness which was studied previously (9) . 

Procedure. The two subjects used for the following experiments were 

chosen after screening a group of some 35 volunteers. This group was made 
up of trained nurses and post-graduate psychology students. The selection 
of these two subjects was made on the basis of their marked suggestibility 
and the ease with which hypnotic deafness was induced during the first 
trial session. During the following six weeks, each of the subjects was 
‘This investigation was supported by the Research and Development Division, Office of The 
Surgeon General, Department of the Army, under Contract No. DA-49-007-MD-70. 
‘The authors wish to acknowledge the assistance of Dr. Harvey Wallerstein, Dr. John F. 
Davis, Mr. R. E. Quilter, Mrs. David Hubel, Miss Irene Schmidt, and Miss Elfriede Herfert. 
*The authors wish to take this opportunity of expressing their most sincere thanks to the 
three subjects for their splendid cooperation in this investigation. Thanks are also expressed 
to many others who served as subjects in the preliminary phase of this work. 
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trained to go into a deeper hypnotic state. Under these conditions deaf. 
ness was induced finally by the signal of pressing the left shoulder ang 
hearing re-established by pressing the left wrist. These training periods 
lasted at first for about one hour and a half, but were diminished in time 
as their efficiency in reaching the desired state increased. The traini 
sessions took place in the room where the final experiments were to be 
carried out. The subjects were not told beforehand what was expected of 
them in the experiments nor were they made aware of the object of the 
investigation. 

Both subjects were trained nurses at the Institute and accustomed to the 
research projects being carried out in the various departments of the hos 
pital. The training period and the experiments themselves required a con- 
siderable amount of their free time. 

Hypnotic deafness was induced by direct suggestion in Subject A. In the 
control waking situation, whenever she was left alone for several minutes, 
she would tend to lapse into a mild hypnotic state. This was difficult to 
control. 

Total deafness could not be produced in Subject B by direct suggestion 
alone. It was found necessary to have her imagine herself in a complete 
void. The next step was to have her hallucinate visually a noisy traffic 
corner. This she was able to do without hearing any of the attending sounds. 
Total deafness was then suggested and she was able to defend against hear- 
ing loud banging noises made close to her ear. This “deafness” never 
appeared to be as complete as in Subject A. 

During the experiment the subject lay on a hospital bed in a sound- 
shielded room separated from our instrument control room but with a 
one-way vision window between these two rooms. Muscle potentials were — 
recorded by means of the following standard surface leads (1) : chin, sterno 
mastoid, and neck. Eye blink was also recorded electrically. The auditory 
stimuli were 700-cycle tones approximately 90 db. above auditory threshold. 
There were ten stimulus presentations in the first test (“deaf” state) and 
ten stimulus presentations in the second test, several days later,* in the 
waking state. Stimuli were presented regularly at intervals of one minute 
and they were transmitted to the subject through binaural earphones. It 
should be mentioned that, although duration of tone was three seconds, 
a constant feature of the stimulus was a sharp “on effect,” which gave the 
impression of a click of very brief duration. 

Audograph sound recordings were made during the sessions to provide 
verbatim accounts of what was said during hypnotic induction and inter- 
views. 

Control conditions. Controls were of two kinds, internal or reversible, 
in which the two subjects, who had previously taken the auditory test 
under hypnotic conditions, went through the test again under waking 
conditions. They were asked to try, on a conscious voluntary basis, not to 
react to stimulation. In this and every way we attempted to satisfy Hull's 
criteria (7) for adequate internal control conditions. The second kind of 


‘Dates of testing were as follows: Hypnotic sessions: 13 June 1952, 19 June 1952, and waking 
control sessions, 17 June 1952 and 24 June 1952, for Subjects A and B respectively. 
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control was external, or irreversible, the subject with complete organic 
deafness. 

Results 
Subject A 

Sensory phenomena, introspective data. The subject, in interview follow- 
ing the hypnotic session, denied hearing any sounds during the period of 
hypnotic deafness. Motor data, to be described in detail presently, showed 
clear reaction to the first stimulus, however, without the emotional dis- 
turbance with weeping which Anne displayed.® It seemed unwise to question 
the hypnotic subjects following each stimulus, as we had done with the 
hysterical subject, Anne; but at the end of the session during interview 
(after the subject had been awakened) we were especially careful to raise 
questions which might yield a report from Subject A concerning sensations 
of any kind which may have accompanied her motor reaction to the first 
stimulus. 

Questioning the present subject did bring out the interesting subjective 
report of brief thermal sensation which she was positive had occurred no 
more than twice during the session. She said: “I had goose pimples a couple 
of times, a feeling of cold which came on suddenly; I was aware of it and 
then it was gone.” The feeling was localized to her bare leg. Although 
further questioning did not definitely establish that the sensation occurred 
at the same time as the motor reaction, it appeared possible that the two 
phenomena were associated. It is of interest to note that this girl is par- 
ticularly sensitive to stimulation by currents of air (e.g., breezes or drafts 
striking the body, and especially in the region of the head and neck). 

Questioning the subject following the second (waking control) session 
revealed an element of vagueness in her report which suggested that she 
may have fallen into a hypnotic state, lasting from stimulus number five 
to the end of the session. Following the fourth stimulus it was necessary 
to make some adjustments in the instruments, and there was a delay of 
several minutes. It appeared to us that during this delay, the subject put 
herself in a trance. It will be important to keep this possibility in mind as 
we review the behavioral and physiological data. 

Habituation. Hilgard and Marquis (6, p. 105) have defined intrinsic 
inhibition or adaptation as the reduction in response resulting from con- 
tinued elicitation of the response itself. Habituation or negative adaptation 
are terms commonly applied to decremental changes in reflex responses, as 
a function of its repeated elicitation. Except for the blink component, the 
startle reflex normally shows this phenomenon of habituation. Examples 
of habituation in the sternomastoid muscle reaction may be seen in the 
graphs for the waking reactions of Subject A (and B) shown in Figure 1. 
“The first stimulus produced a startle reaction... The observer in the room with Anne 
noted a slight movement at the time of stimulation. This observer also noted trembling 
which began with the head and spread to the rest of the body. A few seconds following her 
startle reaction, Anne displayed a marked emotional reaction, with crying. This reaction 
alarmed the therapist to the extent that he risked spoiling the test by hurrying into the 
room to give reassurance to the patient. 

When asked whether she had heard the sound, Anne replied that she had heard nothing, 


but that she had felt pain in her head ‘as if something hit me on the head.’ Later, after the 
test, she added: ‘It felt as if the top of my head were going to blow off’” (9, p. 190 f.). 
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Our measure of reaction was the difference between average resting muscle 
potential and average muscle potential following each stimulation. Mean 
resting muscle potential was determined by averaging the ten integrator 
spike values from the one-second period immediately preceding stimulation, 
Four integrator spike values were averaged to yield a measure for the stim. 
ulation period: from 0.2 seconds thru 0.5 seconds following onset of stimu. 
lation. The spike for the first 0.1 second of stimulation was regular} 
omitted from the averaging in order to avoid error due to possible slight 
deviation from perfect synchronization between integrator and stimulator, 
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Stimulus Number Stimulus Number 
Figure 1. Sternomastoid reaction to auditory stimulation. In Subject A, compare progressive 
fall in reaction through first four stimuli in waking session with abrupt fall from first to 
second stimulus in hypnotic session. Note that Subject B also shows a typical habituation 
curve in the waking state, but not under hypnosis. In Subject B, the point for stimulus one, 
waking state, is not plotted, because artifacts interfered with measurement. A lively reaction 


was obtained, however. 

In Figure 1 note the gradual decline in reaction through the first four 
stimulations in the waking state. Neck muscle reactions, as may have been 
expected on the basis of the close functional relationship with sternomatoid, 
also showed progressive decrement through the first four stimulations. Chin 
muscle reaction, which is functionally dissimilar to neck and sternomastoid 
will be dealt with separately later on. 

Now observe in Figure 1 how, under hypnosis, sternomastoid reaction in 
this subject dropped from a strong reaction on stimulus one to practically 
no reaction on stimulus two. This sudden decrement in reaction, unlike the 
progressive tapering off of reaction observed under waking conditions, ex- 
actly resembled our previously reported observations of hysterical deafness 
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(9, Fig. 1, p. 192). As noted before, however, Subject A did not appear to 
be emotionally disturbed following her obvious reaction to the first stim- 
ulus, nor was there any indication of perturbation in her physiological 
record. In this respect she was decidedly different from the hysterical sub- 
ject, Anne, who was so disturbed that she wept. 


Reliability of differences between hypnotic and waking conditions. The 
first row of Table 1 presents average microvolt values for reaction. In pre- 
paring the data for this part of the table the ten reaction measures for each 
of the ten stimuli were combined in a single average value. Mean neck 
muscle reaction under the hypnotic condition was 0.5 microvolts, whereas 
under the control condition, average reaction was 1.1 microvolts. The table 
shows further that whereas the mean neck muscle reaction of 1.1 micro- 
volts for the control (waking) session was significantly above zero (reliable 
below the one per cent level), the value of 0.5 microvolts for the hypnotic 
session was not reliably above zero. Although the control value for sterno- 
mastoid was slightly higher than the value for hypnosis, neither was reli- 
ably above zero. Finally, it may be noted that the mean chin muscle reac- 
tion of 1.1 roicrovolts for the hypnotic session was reliable. 


Table | 


Comparison of Mean Waking Reaction to Auditory Stimulation 
with Mean Hypnotic Reaction 


Mean EMG Reaction to Auditory Stimulation 
(Minus values represent fall in EMG with reference to 
pre-stimulation level) * 
Neck Sternomastoid Chin 
Hypnosis Control Hypnosis Control Hypnosis Control 


Subjects A 
ean 0.5 1.1 1.1 1.4 1.1 —0.5 
microvolts 
-— <.01 -_— —— <.02 oa 
Subject B 
Mean —0.1 2.2 0.8 4.0 —6.0 05 
microvolts* * 


-_ <.01 <.05 <.01 <.05 <.01 


Reliability of Differences between Mean Reaction 
under Control and Hypnotic Conditions 
(Minus values represent greater mean reaction under hypnosis) 


Neck Sternomastoid Chin 
Subject A 
Mean 0.6 0.3 —16 
microvolts 
P -_— a <.05 
Subject B 
Mean 2.3 $.2 65 
microvolts 
<.01 <.01 <.02 





*Pre-stimulus EMG level was average for one sec. immediately preceding stimu- 
lation. The period of reaction measured was from 0.2 sec. thru 0.5 sec., inclusive. 


**Based on nine stimuli (number one omitted; see text) . 
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The lower part of Table | presents differences between mean reaction 
under control and hypnotic conditions, together with the statistical relj. 
ability of these differences. The values in the first row are simply the 
differences between mean reactions: control reaction minus the reaction 
under hypnosis. For example, for the neck muscle the mean values were 
1.1 microvolts for the control condition and 0.5 for the hypnotic condition, 
The difference, shown in the lower half of the table was 0.6 microvolts, 
This was not a reliable difference nor was the difference for sternomastoid 
significant. The greater chin muscle reaction under hypnosis than under the 
“waking” condition was, however, a significant difference. In line with other 
evidence for change in the subject following the intermission, as possibly 
produced by spontaneous induction of hypnosis, it may be noted that before 
intermission there were no instances of fall in chin potentials upon stim. 
ulation, whereas after intermission five of six stimulations produced a drop 
in muscle potentials from the chin. 


Blink reaction. The observer, who carefully watched the subject all 
through the experiment, noted definite eye blink in only three of the ten 
stimulations under hypnosis: on the first, second, and ninth stimulations. 
Question marks were entered in the blanks for the third and fourth stim- 
ulations, signifying doubt as to whether blink had actually occurred. Sen- 
sitive electrical recorders, however, revealed evidence of activity in the blink 
apparatus with all stimulations. 

In the control (waking) session definite blinks were noted with the first 
four stimulations. Following the intermission for instrumental adjustments, 
however, with the possible exception of stimulus seven where slight lid 
movement was noted, no blinks were observed from stimulus five to the 
end of the session. This observation fits with other evidence that the sub- 
ject may have fallen into a state of hypnosis during the intermission. But, 


again, the electrical recorders showed action in the blink apparatus with 
all stimulations. 


Background or resting level of muscle potentials from the chin. In the 
second part of the control session (after intermission for instrumental ad- 
justments) the subject’s background level of muscle potentials from the 
chin became higher. It were as though the presumed hypnotic state was 
associated with an increased background level of potentials in the “speech 
muscles.” With this higher background level of potentials the immediate 
effect of auditory stimulation changed. Now, instead of a sudden increase in 
potential, the opposite occurred, namely, a sudden drop in muscle tension 
(when the tone was presented). We shall observe later in the protocols 
from Subject B that such drops occurred in muscle potential from her chin, 
under the condition of hypnosis. In both cases, statistical analysis showed 
significant association between high resting level of chin tension and fall 
in potential upon stimulation. 


Subject B 


Sensory phenomena, introspective data. The subject awoke from the 
hypnotic session saying that she had a “funny feeling” in her head, and 
presently she said, “I’ve got a headache.” She described the sensation as 
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almost like a boring feeling in the top of her head, immediately below the 
headpiece for earphones. The sensation was directed inward, a boring in 
rather than out. The subject was reasonably sure that the sensation came 
on after the stimulations had commenced, although not immediately fol- 
lowing the first time she heard the tone. 

“l heard something like a bell a couple of times,” she said. The first 
time she heard the sound it was very loud, but after that much less loud. 
The experience of hearing was neither startling nor emotionally disturb- 
ing, although she distinctly recalled being surprised that she was not 
startled, “because everything had been quiet up to then.” She indicated 
that her level of awareness was lowered, and that what she heard reminded 
her of someone striking a gong which resounded for a second or two and 
then died out. 

In interview following the control (waking) session, the subject com- 
pared the experience of her waking session, just concluded, with the mem- 
ory of her hypnotic experience: “Last time I heard only a couple of sounds 
through the earphones, and I didn’t feel at all startled by them. This time 
it seemed to me a dozen or so because at first I started counting and that 
seemed to increase the tension, so I tried to forget how many there were, 
and it seemed to me that at the end I wasn’t as tense as I was at first. But 
I could feel myself reacting to them a certain amount no matter how I tried 
not to. (Subjects were instructed, in the waking condition, to try not to 
react to the sound.) I don’t know whether I did the last time or not; I may 
have, but I’m not sure, but this time I was completely aware of it.” 

The subject was then asked to compare the quality of the sounds in the 
two sessions. The subject’s own words were as follows: “Last time, the 
times when I heard it, it sounded like a— as though someone had struck 
a gong, the initial — the onset of the sound was very sharp, and then it 
faded away. But even at that it had a— oh —I don’t know how to describe 
it. It was generally fuzzier than the sounds were today. They were much 
clearer today and quite well defined. There was no —I didn’t notice any 
particular fading from the onset of the sound until it ended — today. But 
last time it just seemed to spin out a bit.” 

When asked to give further details concerning the fading away, and to 
give examples of sounds like those she heard, she said: “All I can think of 
— perhaps you’ve seen them in the — well, all I can think of is the things 
they used to have at school. Ring the bell for recess time or something like 
that and there would just be one twang, and then you could hear the vibra- 
tion until it died out completely. That’s all I can think of. You know the 
type they hang on the wall with a string hanging down from it; somebody 
pulls and the clapper hits the bell?” (Examiner: “Yes. So that you have a 
fading away.”) “Yes. Today it sounded more like the CBS time signals.” 

When asked to compare the sounds with respect to pitch she replied: “I 
think it seemed a bit deeper last time. The pitch today seemed a bit higher 
and sharper.” 

When asked to contrast the two sessions in other ways she answered: 
“The last time there was the unawareness of anything else, or anyone else in 
the room. This time I was aware of other movements, such as coughing, 
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and chair moving, and so on. This time I was aware all the time of the 
lead attachments, whereas the last time I don’t remember that at all.” She 
reported absence of the boring sensation this time and said, “I feel quite 
relaxed and satisfied, but not quite as relaxed as I did the last time.” 


Habituation. We have already had occasion to note the subject's gradual 
decrement in waking reaction, from the second stimulus to the sixth (refer 
again to data from sternomastoid muscle in Fig. 1). Reaction to the first | 
stimulus was so vigorous that movement artifacts precluded accurate meas. 
urement; the downward trend thus began from stimulus one. This, of 
course, is the normal picture of habituation. Now compare this curve with 
her curve from data taken during the hypnotic condition. Observe the 
small fluctuating reactions under hypnosis. Inasmuch as the hypnotic session 
preceded the waking session, overall habituation (presuming it occurs, to 
some extent, under hypnosis) should have reduced the latter more than 
the former. It may be noted that waking and hypnotic reactions from the 
neck muscle resembled those of sternomastoid. 

This subject differed from Subject A and the hysterical subject, Anne, in 
not showing a strong reaction to stimulus one, in the “deaf” state. 

Reliability of differences between hypnotic and waking conditions. Mean 
neck muscle reaction for the control session was 2.2 microvolts, whereas 
the corresponding value for the hypnotic session was —0.1. The value for 
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Figure 2. Comparision of change in muscle potentials from chin under conditions of waking 
control versus hypnotic “deafness.” Note reversal in direction of change, from condition to 
condition. Deviation from zero reaction was significant for second, third, sixth and last 
tenths in the hypnotic state, and for first and eight tenths in the waking state. 
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Electromyographic Study of Hypnotic Deafness 


the control session was significantly greater than zero (see Table 1). For 
the sternomastoid muscle, mean control reaction was 4.0 microvolts (reli- 
able at the one per cent level) compared with 0.8 microvolts for reaction 
under hypnosis (reliable at the five per cent level of significance) . 

Muscle potentials from the chin actually dropped significantly with 

stimulation under hypnosis. The mean drop was —6.0 microvolts, as op- 

to a mean rise of 0.5 microvolts under control conditions. Both mean 
values were significantly different from zero (see Table 1). Figure 2 shows 
the chin reaction data plotted for each tenth-second period for the first 
second immediately following stimulation. In the figure single values from 
each of the ten stimulations have been averaged. Although the largest 
drop in chin tension occurred almost immediately after stimulation (second 
tenth-second), reduced tension in the chin area continued to persist as long 
as one second after stimulation (the value for the last tenth-second was sig- 
nificantly lower than the resting value). 

In complete contrast to these minus values (tensional drop) under hyp- 
nosis, the values for the waking state were all positive (increased muscle 
potential upon stimulation) . 

Turning now to the lower portion of Table | we find that the two func- 
tionally related muscles, aeck and sternomastoid, both showed significantly 
greater reaction under the control condition than under hypnosis. Mean 
values from the chin muscles were also reliably different from condition to 
condition, but as we have noted, the pronounced fall in chin tension with 
auditory stimulation under hypnosis was the most outstanding feature. 

Blink reaction. Definite eye blink was noted by the observer (and in the 
electrical records) with every instance of auditory stimulation, under hyp- 
notic as well as under waking conditions. 

Background or resting level of muscle potentials from the chin. Relation- 
ship between high resting level and high incidence of negative reaction (fall 
in muscle potentials with auditory stimulation) previously noted in the 
protocols for Subject A, was found definitely present in this subject. There 
were six stimuli, in the hypnotic session which produced a fall in chin elec- 
tromyogram (EMG) within the first fifth second. Of these six stimuli, five 
occurred at times when mean resting level, immediately preceding stimula- 
tion, was above the median value of 9.3 microvolts. 

Control case of middle-ear deafness. 

This was a woman of 30 who, following a bilateral mastoidectomy at age 
5, had been completely deaf. There is little doubt that this is a case of total 
middle-ear deafness. She has not learned much lip reading and her speech 
is almost incomprehensible. Communication is possible only through writing. 
She came to the psychiatric clinic because she had become more and more 
suspicious in recent years and developed delusions that people were talking 
about her. 

This patient took the auditory test under the same conditions as the other 
“deaf” subjects. Careful scrutiny of her records revealed no reaction to 
stimulation. No record of blink appeared nor did the observer note any 
movement or blink during stimulations. 

Obtaining valid introspective data was considerably hampered by diffi- 
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culties in communicating with the patient. When questioned she denied 
uncomfortable or disturbing sensations during the test, although there wa 
some indication in her report that she may have experienced some vibraton 
sensations. 

Discussion 


Hypnotic and hysterical “deafness”: similarities and differences. The mos 
obvious similarity was the absence of complete deafness. Although reaction 
to strong auditory stimulation was significantly less in hypnotic deafnes 
and in hysterical deafness than in their respective control conditions (wak. 
ing state and recovery of hearing) , the reaction in all these cases was greater 
than in the control case of middle-ear deafness. 

Our findings are in line with those of Kline, Guze, and Haggerty (8) who 
concluded from their study of delayed feedback that hypnotically induced 
deatness appeared “to represent a valid alteration of hearing function but 
not a state akin to organic deafness.” Incidentally, they reported that “hyp. 
notically induced deafness was found to produce all loss of startle reflex. 
ology” (8, p. 147). In light of our findings such a statement appears har 
ardous, inasmuch as our sensitive recorders revealed reactions to sound when 
they could not not be detected by careful observation of the subject. 

Another important similarity lay in the observation that when motor 
reaction to sound appeared on the first stimulus, in both hypnosis and 
hysteria, reaction to the next stimulation was less than would have been 
predicted on the basis of habituation only. 

Although we cannot be certain about the hypnotic subject, it was very 
clear in the hysterical subject and there was some suggestion in all subjects 





OO 


that somesthetic sensations took the place of auditory ones. There was the © 


suggestion of sensory displacement. For example, when Anne was asked 
whether she had heard the sound (to which she reacted) she replied that 
she had heard nothing, but that she had felt pain in her head “as if some- 
thing hit me on the head.” Later, after the test, she added: “It felt as if the 
top of my head were going to blow off.” 

As an alternative interpretation to that of sensory displacement we may 
consider that the actual sensations reported were residual, in the sense of 
being what was left from total stimulation when the auditory component 
had been removed. The introspective data from our organic case, while not 
completely satisfactory because of difficulties in communication, were on the 
whole opposed to this point of view. Certainly, in the case of middle-ear 
deatness, there was nothing uncomfortable or disturbing about the stimu 
lations. Furthermore, this case demonstrated that exclusion of the auditory 
pathways reduced intensity of the total stimulation well below the level for 
even the slightest startle reaction. It seems safe, therefore, to conclude that 
all motor phenomena of startle, and the strong, unpleasant sensations asso 
ciated with startle (certainly in the hysterical case, and possibly in the hyp 
notic cases) were mediated by auditory pathways. 

We must be very cautious in our conclusions concerning the sensory phe- 
nomena (e.g., “goose pimples” and “boring feeling”) in our hypnotic sub 
jects. It is tempting to suggest that these, like the somesthetic sensations in 
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the hysterical subject, may have been manifestations of sensory displacement 
from the auditory to other modalities. It does not seem likely that they 
were residual sensations (resulting from “subtraction” of auditory compo- 
nent from total stimulation). Intensity of stimulation was below the threshold 
for nonauditory tactual sensation (10, p. 59). 

The chief differences between the two states, insofar as present observa- 
tions are concerned, appeared to be affective in character. There was no 
apparent emotional reaction when “hypnotic defense against sound” was 
broken through, in contrast to marked affective disturbance in the pene- 
tration of the hysterical defense. 


Question of inhibitory mechanisms in hysteria and hypnosis. Comparison 
of data from waking sessions with data from hypnotic sessions, in the present 
investigation, leads to the distinction between two quite different inhibitory 
phenomena. Habituation, which is a special case of reactive inhibition (or 
adaptation) was clearely demonstrated in the waking state. With repetition 
of the auditory stimulus, strength of reaction diminished, gradually becom- 
ing weaker and weaker from trial to trial, over the first four or five trials. 
Decrement was chiefly observed in neck and sternomastoid muscles (we 
have no evidence of habituation of blinking) . 

In the hypnotic (and hysterical) state, on the other hand, a different phe- 
nomenon was seen. Unlike reactive inhibition, there was an immediate 
(rather than a progressive) effect on motor reaction, and, of course, the loss 
of conscious auditory sensation. This could conceivably be inhibition by 
interference, which occurs when two incompatible responses are elicited at 
the same time. Although almost completely speculative at the present time, 
we may suppose that a hypnotically induced reaction could block the re- 
sponse pattern of hearing. Some data from the chin leads (which tap activ- 
ity from the speech muscles) in the present experiment might be adduced 
to encourage this point of view. We freely admit the highly speculative 
nature of the following comments; but we feel that it may prove instructive 
to try to account for these “speech muscle” data by reference to current 
psychodynamic and neuropsychological concepts. 

There was some evidence, though by no means conclusive, that level of 
tension in these muscles was higher in hypnotic than in waking states. Chin 
tension level was considerably higher in Subject B under hypnosis than in 
the waking condition, and when Subject A appeared to put herself into a 
hypnotic state, there was pronounced rise in chin tension. On the other 
hand, it should be noted that Subject A’s chin tension for the first four stim- 
uli in the control session (when she appeared quite “awake”) was slightly 
higher than it was in her hypnotic session. We must be exceedingly cautious, 
therefore, to avoid premature conclusions. 


Speculations concerning nature of inhibitory mechanism. First, we may 
view deafness as the result of a defense mechanism which prevents sound 
from reaching consciousness. We posit further that the mechanism is highly 
symbolic with a large verbal component. Therefore we should expect to see 
chin tension reflecting this subvocal verbal activity, building up high when 
the mechanism is effective in excluding sound, and falling in amplitude 
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when the mechanism is rendered ineffective by intense auditory stimulation, 

Restated in terms of neuropsychological theory, phase sequences (5) 
initiated under the direction of the hypnotist break up the phase sequences 
essential for report of hearing. These interfering sequences involve central 
speech mechanisms in large measure, and their activity is reflected in chin 
tension. These same phase sequences which interfere with hearing are them. 
selves vulnerable to very loud sounds. Correlation is thus observed between 
high level of chin tension and effective blocking out of hearing, on the one 
hand, and lowered level of chin tension and decreased effectiveness of the 
blocking, on the other. 

An illustration which may concretize these ideas is taken from observa. 
tions which were made during early training sessions for inducing hypnotic 
deafness. At this stage the hypnotist made the suggestion that the subject 
would become more and more deaf. As part of this procedure the subject 
was instructed to move hand to face as ability to hear progressively decreased, 
in such a way that hand resting on face signified absolute deafness and 
proximity of hand to face at any point in time indicated degree of deaf. 
ness. In one case particularly, we watched the hand approach the face as 
the hypnotist tapped his finger very lightly, and saw the hand stop and re. 
treat away from the face as the tapping became louder. Unfortunately, we 
were not recording muscle potentials during this stage of training. With 
electromyographic recording we may have expected to see rise in chin ten- 
sion and approach of hand to face going along together, and also the con- 
verse: fall in chin tension accompanying movement of hand away from 
face, as louder sounds broke through. In closing we wish to remind the 
reader again how highly speculative this analysis is, and to warn him against 
accepting these propositions as conclusions from present data. We feel that 


their usefulness lies in the formulation of questions for further experimental 
attack on these problems. 


Summary and Conclusions 


The main purpose of the present study was to investigate the question of 
similarities and differences between hysterical deafness, previously studied, 
and hypnotically induced deafness. The study was designed to repeat the 
objective physiological tests previously carried out with a case of “total hys- 
terical deafness.” There was also the more general aim of securing objective 
data to enrich our general understanding of hypnosis. 

Similarities between hysteria and hypnosis which we observed may be listed 
as follows: (a) Significantly reduced motor reaction (exclusive of blink) 
to strong auditory stimulation in the deaf state. (b) Complete hearing loss 
in the hysteric and in one of the hypnotic subjects, even with strong audi- 
tory stimulation (i.e., denial of any auditory sensation). (c) With elicitation 
of strong startle reaction to the first stimulus in the deaf state, much smaller 
reaction to the next stimulus than would have been predicted on the basis 
of habituation. (d) Suggestion of substitution of somesthetic for auditory 


sensations in all subjects (although this was much less definite in the hyp 
notic subjects than the hysteric) . 
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The most outstanding dissimilarity lay in the absence of emotional reac- 
tion when “hypnotic defense against sound” was broken through, in contrast 
to marked affective reaction in the hysterical subject under these conditions. 

The question of inhibitory mechanisms in hysteria and hypnosis was 


discussed. 
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Psoriasis and Hypnotherapy: A Case Report 


MILTON V. KLINE 
New York City' 


Psoriasis is a chronic recurrent skin eruption which is to be found with 
considerable frequency in our population. Apart from any distress resulting 
from the erythemotous patches themselves, psoriasis is a psychological prob. 
lem in view of its unsightliness. Women in general become quite disturbed 
due to the cosmetic and social limitations which are placed upon them in 
many instances. 

In discussing this skin disorder Albrecht (1) states that its cause is un- 
known. He finds that there is increasing evidence suggesting that psoriasis 
is a disturbance of lipoid metabolism. Some success with diet therapy has 
been reported. In general, medical therapy has depended largely upon x-ray 
therapy, sun bathing and a variety of ointments, such as coal tar paste, 
calomine lotion, and zinc-oxide-starch preparations. Recently cortisone has 
been employed without success. Marisone has recently been noted to produce 
clinical improvement but relapse upon withdrawal was noticed. (2) Amino- 
pterin was also noticed to be of some help but side reactions of shallow 
ulceration of buccal mucosa and abdominal cramps were reported. Relapse 
following withdrawal of aminopterin was likewise noted. (2) The medical 
literature indicates that treatment results are generally poor and appear to 
occur on a chance rather than a correlated basis. 

Case Material: The patient reported upon here was referred for psycho- 
therapy by her physician because of attacks of anxiety and chronic feelings 
of fatigue, listlessness and apathy. The symptoms occurred rather suddenly 
during her forty-fifth year and she was first seen approximately six weeks 
after the onset of the emotional disturbance. 

Psychological examination revealed her to be a woman of high average 
intelligence, rather rigid in her self concepts and quite domineering and 
controlling in her familial relationships. Fear of death, of losing her sexual 
attractiveness, and indirectly of her firm control over the self, appeared to 
play a major role in precipitating the anxiety and hysterical reactions for 
which she was referred for psychotherapy. 

Hypnotherapy was selected as the means of treatment. The patient was 
capable of entering a light medium state of hypnosis quite easily with a 
standard visual fixation technique. Her overall response to psychotherapy 
was good, and improvement was obtained in a reasonable time. After three 
months of hypnotherapy, at a time when the number of treatment visits 
had been cut down to one per week, and termination was being considered, 
the patient mentioned that she was concerned about her psoriasis. This 
psoriasis had been evidenced clinically but no discussion had ever been made 
of it during treatment. She indicated that she was very embarrassed by the 
scaling on the scalp and on the forehead, and dreaded going to the hair- 
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dresser which she had to do the next day. She also indicated that her ears 
were well crusted with the scaling. 

Further discussion of the psoriasis revealed that she had suffered from it 
for over twenty years with virtually no improvement, apart from some sea- 
sonal variation, which is rather common in this disorder. In addition to her 
ears, scalp and forehead, plaques of lesions were located on her arms, elbows, 
breasts and knees. A variety of medications and x-ray treatments had been 
utilized over a period of many years with no success. In view of the effective 
use the patient had made of hypnotherapy she asked in a somewhat question- 
ing manner whether hypnosis might be employed to help her psoriasis. Even 
as she asked it, she expressed verbally the feeling that hypnosis was prob- 
ably not going to help a condition so chronic and so “physical.” Never- 
theless she did extend the invitation to the therapist to consider the problem. 
After some discussion with her and in view of her ability to utilize hypnosis, 
a trial period of directive hypnotherapy aimed at symptomatic relief of the 
psoriasis was agreed upon. Once a week sessions were planned for this work. 

Case etiology: The medical literature makes very little reference to emo- 
tional or other psychological factors in the origin of psoriasis. McDowell (6) 
in Schneck’s volume on hypnosis in modern medicine has three references to 
the use of hypnosis in cases of psoriasis. All are from the German literature 
of 1924, 1935 and 1936 and no details either of the treatment results or of 
techniques are given in McDowell's report. In general, psoriasis has not been 
considered to be a psychosomatic disorder. 

As the result of psychotherapy and the analysis of pertinent aspects of the 
patient’s life history, the onset of the psoriasis was clearly recalled. The 
patient had married at an early age a man to whom she was strongly attached 
sexually, but for whom she also developed strong hostile feelings because 
of his involvement in extra-marital affairs. After several years of marriage 
the husband began openly to flaunt his sexual prowess with other women 
in the neighborhood, and this produced for the patient a rather severe 
emotional crisis. She became very depressed, hesitated about going out of 
the house and generally avoided her neighbors. The patient was at this 
time twenty-four years of age, and at one point attempted suicide by gas. 
Her attempt was poorly executed and she was rescued by friends. 

The day after this attempt the first signs of psoriasis appeared. At first 
there were slight lesions on the elbows and then within a few months lesions 
had spread to cover her scalp, ears, forehead, breasts and legs. From that 
point on until the time the patient was seen by the writer, the psoriasis had 
remained as reported, with no abatement except for minor seasonal variations. 

Shortly after the suicidal attempt and the development of psoriasis, the 
patient obtained a divorce and within a year had remarried. The second 
marriage was a happy one and a child resulted from it. During the following 
years the patient was, by her own statements, happy in her marriage and 
had completely forgotten the unfortunate and distressing aspects of her first 
Marriage. 

Hypnotic Sensory-imagery Technique: In a previous report, the writer 
discussed the use of an hypnotic sensory-imagery technique for the treatment 
of a long-standing neuro-dermatitis (3). The technique employed in the 
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present case was similar in form to the method first described. In a light 
hypnotic state, the patient was told that she would be able to feel warm 
sensations throughout the body. Then she was told that she would be able 
to experience cold sensations throughout the body. Having experienced 
these, she was told that she would be able to feel sensations of heaviness, light- 
ness, constriction and expansion in all of the areas of the body where she 
had the psoriasis. 

In the hypnotic state, the patient was told that she would be able to feel 
warm sensations only in the areas where the psoriasis was and not in the 
other areas of the body. Following this she was told that she would experi- 
ence cold sensations and again only in the lesion areas. This was followed 
by localized sensations of lightness, heaviness, constriction and expansion. 
Thus a regular treatment sequence of hypnotic sensation was developed: 
warmth, cold, lightness, heavinesss, constriction and expansion, followed 
finally by normal sensation and relaxation. 

Post-hypnotic directions were given for experiencing this pattern of sensa- 
tions daily, at a time when the patient would be relaxing. Thus the time 
was variable. In addition she was told that several times a day, again when- 
ever it might be convenient, she would be able to visualize the areas of her 
body which had lesions and she would be able to visualize them as if they 
were going through the sequence of induced sensations. That is, she would 
visual each step in the hypnotic and post-hypnotic treatment pattern. Train- 
ing in visualization had been undertaken in the office during both the 
hypnotic and waking states. The patient had proven herself to be able to 
engage in scene visualization rather easily. Imagery activity even in the 
waking state was easily acquired. In general, the patient was able to achieve 
both the post-hypnotic sensations and imagery activity with relative ease. 
The length of time for both the pattern of sensations and the imagery would 
vary somewhat but averaged about three minutes for the sensations, (entire 
pattern), and about one minute for the imagery. 

Within three weeks after starting with sensory-imagery technique the 
patient's scalp, forehead and ears cleared completely. She was very pleased 
with this result though not sure exactly why it had occurred and expressed 
considerable apprehension about a quick relapse. By the seventh week one 
elbow was also clear and the other elbow had shown a distinct reduction 
in the area covered by the psoriasis. The total reduction of the psoriasis was 
approximately 75 per cent. 

The patient was seen for four weeks more at which time therapy was 
terminated. Termination was decided upon primarily because of the patient's 
feeling that with respect to her emotional problems she had achieved all 
that she had sought, and with respect to the psoriasis she felt that it was 
sufficiently improved, and that further improvement might best be accom- 
plished by continued self treatment rather than by office visits. Since the 
patient came a relatively long distance to see the writer this plan was mutu- 
ally agreeable. In hypnosis the patient was told that she could continue with 
the imagery whenever she wished but that it was no longer necessary that 


post-hypnotic sensations occur. General suggestions for continued relaxation 
and for ease in achieving the imagery were given. 


320 


rela 
not: 


Psoriasis and Hypnotherapy 


A follow-up telephone interview some six months later revealed that no 
relapse had taken place and though there were still some areas of psoriasis, 
notably one elbow and one knee, the patient was generally so well pleased 
with the improvement that she paid little attention to these areas. 

Discussion: The case reported upon in this paper is of interest from two 
points of view: (a) the response to hypnotic therapy, particularly directive 
hypnotherapy and (b) the definitive etiological relationship between an 
acute emotional disturbance and the onset of psoriasis. As in the other case 
of a skin disorder treated with a hypnotic sensory-imagery technique, no 
direct suggestion of clinical improvement was involved. Previous therapy 
with hypnosis provided a helpful treatment relationship, though doubt, and 
even a degree of resistance to the idea that hypnosis could help so chronic 
a physical disorder, was nonetheless evidenced by the patient. 

Like many chronic disorders which have a psychological factor in their 
origin, the symptoms of psoriasis appear in this case to be a residual forma- 
tion and to some extent autonomous. That is, autonomous in their psycho- 
logical organization and maintenance. In a way symptoms very often have 
to be considered as acquired or learned responses and as such differ only in 
appearance from the acquired or learned responses of other types of behavior. 
The element of learning in physical disease assumes importance, not only 
from the psychological point of view but more recently from a medical point 
of view. The problem of residual autonomy, particularly with respect to 
psychophysiological reactions, poses difficulty, both diagnostically and clin- 
ically. Theoretically, components oi conditioning, reenforcement and the 
neuropsychological mechanisms inherent in selectively organized behavior 
response must be taken into account. Within the framework of our current 
knowledge of learning theory it is difficult to outline a system which ade- 
quately takes into account the motivational, organizational and reenforce- 
ment phases of many aspects of somatisation responses. Surrounding the 
learning dynamics of response formation we come face to face with the need 
to integrate this activity within a framework of human genetics and con- 
stitutional psychology. This is an area for integrated research rather than 
for clinical exposition. 

We cannot accept sensory-imagery treatment results in hypnotherapy as 
aspects of transference or implied suggestion alone, at least not on the basis 
of present evidence and indications. The fact that hypnosis is a state within 
which conditioning phenomena such as feed-back mechanisms (4) , associative 
learning and stimulus transference (5) become altered and operate on a 
significantly different psychological basis than in the waking state, becomes 
important in understanding the effectiveness of hypnotherapy and especially 
specialized neuropsychological techniques of directive hypnotherapy. 

In one respect, sensory-imagery therapy depends heavily upon an inter- 
polation effect. That is, in chronic response behavior, hypnotically induced 
sensory and imagery activity tends to assume the nature of “new learning” on 
a basic neuropsychological level — conditioning. Although there may be some 
question as to the relationship between conditioning mechanisms and 
hypnotically induced responses, recent experimental experience reflects a 
meaningful relationship. 
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If interpolated hypnotic activity involves the same level of neuropsycho- 
logical activity as that responsible for residual symptomatology, the role 
of retroactive inhibition assumes importance in the therapeutic rationale 
behind clinical improvement. Experience and evaluation with hypnother- 
apeutic procedures, which on the surface appear simple, tend upon more 
careful examination to become basic rather than simple, and involve 
theoretically the more highly complex integrated aspects of learning dynam- 
ics. The need for systematic research with hypnotherapy is a prerequisite 
to the understanding of both the etiology of many over-determined behavior 
disorders and their response to therapeutic approaches. 

Summary: A chronic case of psoriasis in a forty-five-year-old woman has 
been reported upon wherein there has been demonstrated a definitive rela- 
tionship between emotional factors and the onset of the psoriasis. Despite 
resolution of the precipitating distress, the psoriasis remained unabated for 
more than twenty years until successfully treated with hypnotherapy. Some 
of the theoretical issues related to both the origin and therapeutic rationale 
have been discussed. 
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Book Review 


Schneck, Jerome M. Studies in Scientific Hypnosis. New York: Nervous and 

Mental Disease Monographs, 1954, pp. XVI — 333. (Distributed by The 

Williams & Wilkins Company; Mt. Royal & Guilford Avenues, Baltimore, 
Maryland). $6.50 


Dr. Jerome M. Schneck is, and has been for some time, one of the most 
active proponents of the hypnotic technique in psychotherapy. He has 
also contributed widely to the research data of the ever-growing body of 
knowledge around hypnosis and its ramifications. In this volume, he presents 
under three headings a series of pertinent papers which in their interrela- 
tionships form a cohesive unit, well worth the reading. Beginning with 
hynotherapy and hypnoanalysis, the volume includes a series of articies on 
hypnotic induction, phenomena of hypnosis, theory and special explorations 
as well as a section on the historical and cultural aspects of the field. 

To those who have read these papers in the journals wherein they first 
appeared, this orderly collection is a most pleasing event. To the new reader, 
here is a large body of data easily presented, each chapter complete in itself 
yet all chapters fitting into an organized whole. 

Following an orientation that leads into the current status of hypnosis, 
the nature of hypnoanalysis is demonstrated in Fragments of a Hypnoanalysis 
wherein an immediate picture is formed of the application of dynamic 
principles to the hypnotic situation. The next several chapters concern 
themselves with phobic reactions and anxiety. Case material of an illustrative 
nature demonstrates the concepts behind these chapters. Schneck points 
out a very important thing, that is, that some patients who can enter only 
a light or medium trance are nonetheless capable of participating fully in 
hypnotherapy. Visualization of writing and techniques of regression and 
revivication via hypnosis are mentioned, among other methods of therapy. 

The chapter dealing with the elucidation of spontaneous sensory and 
motor phenomena during hypnoanalysis acquaints the reader with the 
dynamic essence of hypnotic states. Indeed, the reactions are ways of handling 
the hypnosis and may lead to fruitful insights for the alert therapist. Auto- 
matic writing, dream analysis, and specific cases such as amnesia are 
presented in the framework of the hypnosis relationship. A provocative 
analysis is also made of homosexuality relative to hypnotic states. The sexual 
equation with hypnosis is not unusual, and is of importance in the patient’s 
manipulation of the relationship. Therapist awareness of the sexual com- 


$23 





Book Review 


ponent is paramount in successful hypnotic work whether for therapeutic 
or experimental purpose. 

Much space is given to diagnostic procedures using hypnosis and to the 
application of hypnosis to sundry psychosomatic states. The stimulating value 
of hypnosis and its utilization as a catalyst for productive behavior counteract 
the naive psychonalytic assumption of Fromm that the person in hypnosis is 
non-productive. 

Much of pragmatic as well as theoretical essence is elaborated in these 
collected papers. The author's military experience has made him sensitive to 
the need for efficient and rapid procedures. The avoidance of pre-induction 
discussion of hypnosis, for example, is a helpful suggestion in a therapeutic 
setting. 

Of theoretical importance is Schneck’s data on the production of a 
military offense by the hypnotist in an otherwise obedient and cooperative 
soldier. Vocational interest, dream-induction, and obstetrical application 
enhance the scope of the volume. Most satisfactory is the attention paid to 
the cultural history of the area. The versatility of the writer is climaxed 
with the perspicacious analysis of Trilby and her creator, DuMaurier. The 
paper dealing with Poe’s “The Facts in the Case of M. Valdemar” and the 
discussion of Quackenbos’ reference to the suggestive approach in resisting 
the onset of death leave one with a problem bordering the religious and 
philosophical. In recent times, Jellinek’ has given a provocative account of 
attitude or suggestion in the avoidance or delay of death. 

Schneck’s volume is a book of wide scope, displaying versatility in imagi- 
nation. It opens new vistas for research and offers an array of data which 
is easily digestible. Despite the fact that it is a collection of reprints, it hangs 
together and presents a unified picture. 

One would wish for few improvements in this book, but lest it be said 
that none could be instituted in a second edition perhaps, the following 
holds true: (1) A more extensive introductory chapter would assist in orient- 
ing the reader not versed in this area; (2) A bibliography in the back would 
make the references more useful. Following individual chapters, their 
summary value is reduced; (3) A good concluding chapter could have 
coordinated the material with an eye to the current status of hypnosis and 
its position in the medicine and psychiatry of tomorrow. 

The format and printing of the book are acceptable, and the index is 
good. Dr. Schneck has made available a most illuminating guide to the 
rewarding field of hypnosis. 


‘Jellinek, S. Dying, apparent death and resuscitation. Baltimore: Williams & Wilkins, 1947. 
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original articles in the field of hypnosis and its immediately allied 
areas. Contributors need not be members cf The Society for Clinical 
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Contributions should be sent in duplicate (an original and its 


carbon), typewritten on standard 842” x 11” paper, doubls-spaced 
and one side of the paper only. 


Footnote references should be at the bottom of the page and 


numbered consecutively throughout the article with superscript 
arabic numerals — asterisks are to be avoided. 


References cited are to be placed in 2 bibliography at the end 
of the article in alphabetical order. In the text they are to be 
referred to by numbers in parenthesis that correspond to the refer- 
ences. The form used is that of the American Psychological Asso- 


ciation Publication Manual (supplement to the Psychol. Bull. 
1952, Vol. 49, Part 2). 





Specimen Reference Form 


BOOKS: 
Dog, J. B. The psychology of youth, New York: Publisher, 
1952. 


and modifications (as in APA manual) for edited books, 
chapters in edited books, ete. 


JOURNALS: 


Dor, J. B. The effects of hypnosis on dreams. J. Clin. Exper. 
Hypnosis. 1952, 1, 24-36 
Abridgment of journal titles should follow APA form. 
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